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FOREWORD 


At the suggestion of the Federal Ministry for Economic 
Cooperation (BMZ), the German Foundation for International 
Development (DSE) staged an International Symposium entitled 
"The Experience Gained from Cooperation between the Federal 
Republic of Germany and Developing Countries in Primary Health 
Care" in Berlin (West) from 25 to 30 March 1984. 


The aim was to analyze and appraise both the concept of Primary 
Health Care, which was first propagated by the international 
community at a conference in Alma Ata in 1978 and then adopted 
by the World Health Organization as an instrument to achieve 
its ambitious goal of “Health for All by the Year 2000", and 
the German contribution to this global task. 


Forty-three participants from 16 nations met and conferred for 
four and a half days. The participants included: project 
managers and their counterparts; representatives of bilateral 
and multilateral aid organizations; representatives of the 
Berlin Senat Department for Health; scientists from home and 
abroad; representatives of the Federal Ministry for Economic 
Cooperation and of the Federal Ministry for Youth, Family 
Affairs and Health. 


The following four general topics had been prepared with the 
help of advisory boards and were discussed for one whole day 
each: intersectoral and multiprofessional cooperation; 
organization and financing; education and training; acceptance 
and evaluation. The topic for the day was first of all dealt 
with in keynote papers and then expanded upon in project 
reports from Africa, Asia and Latin America. Finally, working 
groups were formed to discuss relevant subtopics. Their results 
were presented and discussed in plenary session. 


Thus in the course of the week, a many-faceted picture of 
project reality emerged on the one hand, and assessments by 
analysts and planners on the other. Not only the difficulties 
of implementing PHC became apparent, but also ways to conduct 
effective health work under adverse conditions. The latter 
requires great dedication and resourcefulness on the part of 
local staff. 


: Li 


The most important insight, which even the most sceptical of 
participants were able to take home, was that Primary Health 
Care is not merely a high-flying notion in the minds of a 
handful of functionaries, but a genuine chance to improve the 
health of the poor nations of this world. 


Bilateral and multilateral assistance can help create the 
conditions needed for PHC to function and flourish. 


The working group discussions touched upon a wide range of 
subjects. On the one hand they looked at the many subtle 
ramifications of project experience, such as the establishment 
Of a village pharmacy , whilst on the other examining 
far-reaching development policy objectives such as the call 
for a new international economic order. This was only to be 
expected bearing in mind the composition of the delegates to 
the Symposium. However, the final session did not criticize 
the diversity of participants, but rather the diversity of 
topics, each of which would have deserved a conference of 
its own. 


The declared aim of the event was to Support an exchange of 
experience and to attempt an interim review of the five years 
Since Alma Ata. The adoption of a final communiqué was not 
planned. All the participants agreed that work must continue 
in the present direction, and that the experiences presented 
at the Symposium would provide a suitable basis for such an 
endeavour. 


So that the interested reader may retrace the emergence of a 
particular idea or opinion, this report contains all the 
papers presented at the Symposium as well as summaries of the 
working group findings and the plenary discussions. The final 
summarized report on the proceedings of the Symposium provides 
cross-references and statements relating to several sections 
of the meeting. It attempts to distill from the detailed 
papers and lengthy discussions those activities which have 
proved successful to date and should therefore be continued. 
For the sake of clarity, this section too is headed by the 
respective topic of the day. 


We wish to express our gratitude to the many people involved 
in producing this report: 
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Our first word of thanks goes to the members of the advisory 
boards which prepared the Symposium and to the speakers, 
virtually all of whom revised their papers after the Symposium. 
Hannelore Herrmann, Angelika Winniewski, Michael Fox, Ingeborg 
Philippsen and Deirdre Winter were responsible for translating 
the German texts into English. The impeccable printer's copy 
was typed by Charlotte Schladitz. Helga Wandschneider deserves 
special thanks for her constant admonitions and her diligence 
in proofreading and coordination. Finally, the report was 
printed with accustomed professionalism by Hans Roock. 
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OPENING ADDRESS BY PROF. DR. P. KEVENHORSTER, DIRECTOR GENERAL 
OF DSE 


It is a great pleasure for me to have the opportunity of wel- 
coming participants in an international health symposium to 
Reiherwerder. It is the first event of this kind since the DSE 
Health, Population and Social Affairs Section commenced its 


work last year. 


However, the topic of health itself is no new area of activity 
for the DSE. Beginning in the sixties and stretching into the 
mid-seventies, the DSE conducted a total of 25 international 
seminars in this field. A review of the subjects treated during 
these past seminars clearly reflects the transition from clini- 


cal medicine to primary health care. 


The Symposium which opens today was convened to take stock of 
current cooperation between the Federal Republic and developing 
countries in the health sector. To the uninitiated observer, 
the topics on the agenda of this event: intersectoral coopera- 
tion, finance, organization, evaluation etc. may appear of lit- 
tle relevance to a conference on health care; even today the 


word health is associated too closely with medicine. 


The above-mentioned topics of discussion do, however, illus- 
trate the complexity of the material and the diversity of the 
factors requiring consideration in the endeavour to achieve 
health security. This may well be a reason for the frequent 
doubts expressed about the feasibility of the primary health 
care approach. On the other hand, there is no viable alterna- 
tive to this approach. On the contrary, it appears that prima- 
ry health care, created in the first place for the poor nations 
of the world, is increasingly becoming the subject of debate on 


health policy in industrial countries. 


Yesterday, the exhibition and conference "Health 84" in Berlin 
came to an end. During this event, reports were presented on 
self-help groups, dietetics, and action programmes for health 
care. Translated into the language of primary health care this 
would be read: prevention, nutrition counselling and community 
participation. One can now see the first signs of a dialogue 
on health policy, a dialogue which the DSE among others has 


undertaken to promote. 


This Symposium is taking place at the initiative of the Federal 
Ministry for Economic Cooperation, but this does not mean that 
the DSE will merely play the neutral role of organizer. On the 
contrary, we have two major reasons for a keen interest in the 


deliberations of this Symposium and their results. 


Firstly, the Symposium will touch upon many problem areas which 
already are or will become the subject of advanced training 
measures at the DSE. This is obvious in the case of training, 
but it also applies to organization, teamwork, acceptance, mon- 
itoring and evaluation. The ideas and recommendations worked 
out by you in the course of the next few days can be incorpo- 


rated directly into future programmes. 


Secondly, the Symposium will be the point of departure for con- 
tinued efforts to improve the range of training courses offered 
in the Federal Republic for specialized health personnel from 
developing countries. I would ask you to take sufficient ac- 


count of this when formulating your recommendations. 


Most of you are familiar with the shortcomings of the Federal 
Republic in this sector in comparison with our European neigh- 
bours. For many years now, Prof. Diesfeld has pioneered efforts 
to reduce these shortcomings, his most recent measure being the 
implementation of a model training course to accompany the 


studies of medical students from developing countries. The DSE 


is active in the promotion of postgraduates, and we consider 

it essential to create relevant training opportunities for 

this target group in the medium term in the Federal Republic. 
The DSE is willing to make its own contribution to this process, 
but we call above all on the Federal and Land Governments to 


promote activities of this kind. 


Ladies and gentlemen, the varied backgrounds of those present 

at this Symposium, be they specialists from developing countries 
concerned with practical health work, German experts, research 
and teaching staff of universities, or experts from ministries 
and development organizations, will ensure that in the course 

of this event a realistic picture of what is desirable and of 
what is possible will emerge. Do not let yourselves be demoral- 
ized if you are confronted by all too familiar problems: we must 
bear in mind that our joint work can only progress a step ata 


time. 


May I express the hope that during the Symposium you will suc- 
ceed in practising what is to be the subject of today's discus- 


Sions, namely interdisciplinary cooperation and teamwork. 


plineng ¢ 
- $x. }4a3 


AS Wr Seu gege 2:9 », 
rie; 


OPENING ADDRESS BY DR. K. GOERDEL, FEDERAL MINISTRY FOR 
ECONOMIC COOPERATION (BMZ) 


By virtue of the Alma Ata conference in 1978, primary health 
care attained worldwide importance. There is international 
agreement that the concept of primary health care is the only 
way to fundamentally improve the health status of the earth's 
population. There are, however, differences of opinion about 
the magnitude of the problems involved in introducing primary 


health care, in particular in the developing countries. 


Since this is also the theme of the Symposium, I do not wish 

to anticipate its discussions. Rather, I would like to use this 
Opportunity to thank all the participants for their willingness 
to contribute their knowledge and diverse experience to the 


formulation of practical proposals and recommendations. 


I also wish to thank not only the DSE, which acted upon the 
proposal by the BMZ to stage this event and ensured efficient 
preparation with regard to content and organization, but also 
the advisory boards for their expert counsel. I would like to 
extend a special welcome to the representatives of those orga- 
nizations, above all the churches and private institutions, 
which, even prior to Alma Ata, have successfully developed and 


implemented concepts for primary health care. 


The fruits of the work in this field also find adequate reflec- 
tion in the activities of the BMZ. Primary health care has be- 
come a priority area of cooperation between the Federal Repub- 
lic and developing countries in the field of health policy, and 
was the subject of detailed discussions by the Committee for 
Economic Cooperation in November 1983. Representatives of all 
the political parties in the Bundestag have paid express trib- 
ute to the health concept of the BMZ, and have called upon the 
Ministry to intensify its efforts to implement this strategy. 


You are all aware that the industrial and developing countries 
must work together if the many challenges of primary health 
care are to be overcome. One can be optimistic or pessimistic 


in assessing the chances of success in this endeavour. 


However, since people's lives in the developing countries are 
torn between tradition and progress, between resignation and 
hope, we must do everything in our power to support these coun- 
tries’ own efforts to improve living conditions and medical 


care on the basis of PHC. 


With this in mind, I wish the Organizers and participants suc- 
cess in their joint work at this Symposium. 


INTRODUCTORY LECTURE 


H. J. Diesfeld 


Primary Health Care (PHC) is the last link in a chain of ideas 
and concepts which began 20 years ago with King's eaten,’ led 
to a general basic needs strategy, and which now points to the 
course and the objective to be pursued for the last 16 years of 


this century. 


PHC in its wider sense is a strategy, almost a magic formula, 

by means of which it is hoped to achieve the objective set by 
WHO, i.e. a minimum degree of health, health care and care for 
the sick (Health For All by the Year 2000). This global demand 
in the field of health care, summarized in the Alma Ata Decla- 
ration, meets with a lot of criticism, scepticism and political 
opposition although all states participating in this interna- 
tional forum spoke out in favour of PHC. Only in December 1980 
at its 35th plenary session did the UN General Assembly adopt 
this concept as an international strategy for the third develop- 
ment decade. It has also been included in the "Policy Paper on 
German Cooperation with Developing Countries". The scientific 
commission advising the Federal Ministry for Economic Coopera- 
tion has described health as being a challenge to and the re- 
sponsibility of development policy insofar as health is an in- 
alienable means and objective of social and economic development 
and thus of social and economic cooperation .2/ Therefore, all 
those involved in the development process bear responsibility 
for health. This clearly reflects the intersectoral element of 
PHC. 


Long before the Alma Ata Declaration, small "bottom-up" groups 
developed and practised PHC concepts in many countries, sup- 
ported by NGOs, above all in the sphere of the Christian Medi- 


cal Commission of the World Council of Churches. The latter 


also published a report by its study group in 1974 which for 
the first time reported in concrete terms on the barefoot doc- 
tors in China. &/ Since 1978, many governments have developed 


"top-down" PHC programmes which today are becoming an object of 
development aid. 


It is definitely too early to judge the success or failure of 

this approach, but it is certainly not too early, above all in 
view of the urgency of the problems, to make an initial analy- 
Sis of work so far with the objective in mind of making corre- 


sponding corrections. 


At present, experts around the world are taking stock of the 
Situation. The results are considered more or less secret as 
can be seen from the footnotes to the existing documents. There 
has been an avalanche of scientific literature, but it is not 
accessible to those working at the grass-roots level. Major 
congresses are being held on this topic; the most recent con- 
gress of the World Federation of Public Health Associations 
held in February 1984, for example, was devoted to the topic 
“Experience with puce .2/ I am very pleased that the scientific 
director of this Congress, Ms. Kessler, has agreed to take part 
in our Symposium. The Federal Ministry for Economic Cooperation 
and the DSE are to be congratulated for having ventured to ask 
the question as to what has been achieved so far. May I remind 
you that in October 1973 DSE held an international seminar on 
community health and health motivation in Southeast Asia. 2/ 
Against the background of the health problems discussed at the 
World Health Assembly held in May of the same year, the transi- 
tional phase from basic health services to community medicine 
and primary health care was initiated. The working group papers 
of this seminar are still very topical and may serve as models 
for our working groups. 


My task today is to introduce the participants in this Sympo- 
sium from many countries, projects, groups and organizations to 
the tasks lying ahead of us during the next five days. Practi- 
tioners, administrators and scientists will be able to learn 


from One another through a mutual exchange of experience. 


It may be assumed that all those assembled here have gained ex- 
perience with PHC and the topics of our discussions. Still I 
think it is necessary to find a joint point of departure. At 
the end of the Symposium we must ask ourselves: “How is it to 
continue?" In posing this question, the "it" is just as impor- 
tant as the "how" and refers quite clearly to PHC. In the in- 
ternational health sector, no slogan has caused so much termi- 
nological confusion. Any such slogan represents an ideogram 
with culture-specific connotations which render a translation 


difficult. 


One central misunderstanding is the use of the word "health" in 
connection with actions which "de facto" are more devoted to 
the treatment of illnesses. When coining these terms, it is of- 
ten not clearly differentiated between non-medical, health-rel- 
evant factors which belong more to the field of primary preven- 
tion and/or fulfilment of basic needs, and those which refer to 
medical, secondary and curative measures. The German title of 
this Symposium avoids this confusion by using two terms: basic 
health care and primary health care. They are not synonymous; 


the first is part of the latter. 


In English usage, the PHC approach has come to be known as a 
superordinate, health-related, community-oriented, intersector- 
al concept; the corresponding German term would be "Gesundheits- 
pflege” or "Hygiene" (Gesundheitslehre) in the original meaning 


of the term. 
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Although everybody knows what is at stake, it is the terminol- 
ogy and the differing political interpretations of the cause 
and effect of illness which create confusion. What is new in 
the PHC concept is the element of community participation and 
the need for intersectoral coordination. Both have been lost 


due to general bureaucratization, professionalization and mech- 
anization. 


The seven principles and the eight elements, which I do not 
wish to repeat here, place those which are often the only mea- 
Sures given priority as PHC in many countries - village health 
workers, first aid and basic medicines - in positions of sec- 
ondary importance. Basic needs and health-oriented community 
development is the actual essence of the term PHC. This ques- 
tion of definition must be considered when dealing with the ul- 
timate question of this Symposium: "How is it to continue?" The 
experience gained so far with PHC programmes and projects has 
brought to light a relatively homogenous set of problems world- 
wide. It is therefore helpful to exchange experiences concern- 
ing one's own project work, and to jointly discuss possible 
solutions. I am addressing in particular our colleagues working 
in projects but also those who are working at a high level in 


policymaking and theoretical planning and evaluation. 


For this Symposium four problem areas were selected for investi- 
gation as to cause and remedy. In this way and by drawing up a 
corresponding programme schedule we expect an optimal exchange 


of experience among the diverse working levels. 


Part 1: is concerned with intersectoral and multi-professional 


cooperation and thus touches on the basic principle of 
the PHC concept. 


Part 2: is concerned with Organizational and financial aspects 


which according to the experience of the initial years 
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have not been accorded sufficient attention although 
they are essential. The top down - bottom up dilemma 


becomes particularly evident in this context. 


Part 3: the training aspect in the wider sense is another 
Gordian knot in this concept. Educational ideals and 
training objectives are the result of an education 
policy developed over many years, and have a gestation 
period covering generations. New concepts cannot gain 


ground without changes in this sector. 


Part 4: in addition to the programmatic, manpower, financial 
and material components, acceptance at all levels, not 
only at the grass-roots level, but above all at the 
different political, administrative and professional 
levels, is the prerequisite for effective implementa- 
tion of PHC. The effectiveness and efficiency of PHC 
and the measures for its implementation must be con- 
tinuously monitored and evaluated on the basis of the 
desired objective. Part 4 of the programme will deal 
with this aspect. 


Two background papers will be held on each problem by interna- 
tionally renowned experts. In the working groups, to be formed 
according to regions, the topic presented will then be discussed 
and the findings of the discussion presented in a plenary ses- 
sion. At the end of the Symposium, a better answer should be 


possible to the question "What should be done?" - 


This Symposium has aroused high expectations, and much is to be 
achieved within a short period of time. The following applies to 
PHC and the Symposium alike: pursue a clear path and set your- 
self a modest objective. Only then can we gain something for our 
practical work. This is also the only way to ensure that those 
who have come such a long way to attend this Symposium will take 
something home with them, and that we will have learned something 


from them. 
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BETWEEN CURATIVE MEDICINE AND PREVENTIVE DEVELOPMENT: PROBLEMS 
+ 
AND CHALLENGES OF MAKING HEALTH CARE INTERSECTORAL. 


Emanuel de Kadt 


Introduction 


Primary health care (PHC) remains solidly entrenched as the 
proper way to ensure that health promotion does not by-pass 

the masses of the population, in spite of the fact that its 
results remain mixed at best in many less developed countries. 
There are different views about why this should be so. An often 
heard explanation suggests that countries tend to fasten upon 
certain aspects of the package while neglecting others: PHC 
becomes adding some new frills at the lower end of the system, 
while leaving the basic structure unchanged. Yet, "far from 

PHC being just the addition of yet another layer to the health 
service - at the bottom, in the communities, using community 
resources - it implies a reordering of priorities that should 
permeate all levels and sectors concerned with the promotion of 
health" (UNICEF/WHO, 1981:6). Reordering the priorities involves 
a number of principles. Three of the more important ones are 


widely seen to be: 
- a demand for greater equity in access to services; 


- a measure of decentralization and community participation; 


~ the recognition that health is promoted not only by health 
care, but through other aspects of development: hence the 


idea of intersectoral collaboration. 


+ Helpful comments on an earlier version of this paper by 


Dr. Robert Chambers are most gratefully acknowledged. 
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Intersectoral collaboration is the subject of this paper. Yet 
it would be misleading to discuss this in isolation from the 
other principles of PHC. After all, intersectoral collaboration 
is only a means to an end. In addition to making the promotion 
Of health more effective one of the main purposes of inter- 
sectoral collaboration must be seen as helping to achieve more 


equity. 


The emergence of a broader health care concept. 


It has been noted for some time that, from around the turn of 
the present century, the earlier interest in public health was 
gradually pushed well into the background as curative medicine 
became more and more effective. ! Only slowly did the balance 
swing back, at first to preventive medicine (immunisations, 
especially), later also to preventive health (sanitation, water, 
nutrition, etc.). A milestone was McKeown's work on the history 
of health status improvements in the UK (McKeown, 1979), which 
demonstrated that the impact of specifically medical measures 
had been very limited over the last 150 years. Most of the 
improvements can be attributed to changes in nutrition and 
sanitation, and to the decline in the population growth rate. 
Even more recently, the concepts of prevention and promotion 
have broadened further, at least implicitly: socio-economic 
development as such is now increasingly credited with preventing 
illness or promoting health. 


If development promotes good health, the reverse igs equally 
true. Good health among a population facilitates development, 
and ill-health impedes it. Nor should placing emphasis on 
prevention lead to the neglect of good quality curative care, 
widely available where, when and for whom it is required. The 


burden of un-cured disease weighs much heavier upon the poor 


1 I have summarized some of the issues elsewhere (de Kadt, 1983). 
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than upon the well-to-do; it is among the former that perma- 
nently debilitating, illness (which permanently diminishes 
productivity) is especially prevalent. Lost production, above 
all at crucial times in the agricultural cycle, can spell 
disaster for farmers. With a kind of downward ratchet effect, 
illness is one of the most widespread catastrophies that push 
individuals and families into greater poverty (Chambers, 1983). 
Good and easily accessible, low cost or free health services 
make a contribution to productivity, efficiency and equity, by 
partly counteracting the socio-economic mechanisms that often 
cumulatively worsen the life chances of the already disadvantaged 


groups. 


Intersectorality and the health sector. 


There is, then, among those concerned with health, a new interest 
in the impact on health of what happens in other sectors. This 

is most clearly visible at the level of the World Health 
Organisation (WHO), whose declarations and publications over 

the last few years have been calling increasingly for inter- 
sectoral collaboration. WHO itself has been involved in a certain 
amount of inter-agency collaboration within the UN family, most 
notably and successfully with UNICEF. But even at this highest 
international level exhortation tends to outstrip practice, and 
so far there is little indication that the impact is filtering 


down. 


Experience with intersectoral collaboration exists mainly at 

the national and regional levels, though very largely outside 
the health sector - for example, in the area of rural develop- 
ment where those dealing with Integrated Rural Development 
Projects have struggled with these problems for years (Honadle, 
1980). Health planners, reaching out towards other sectors, seem 
not to have taken much notice of this kind of experience - at 
least, no reference is made to it in the relevant reports. 


Ideas on these matters are largely being developed de novo. 
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What, then, is the shape of the intersectoral institutions 
being advocated by WHO? There are two distinct types: those 
that have a largely technical role to play, and institutions 
which operate essentially at the political level. 


The discussion about the political institutions which can 

give expression to intersectoral collaboration has centred 
mainly on the idea of national health councils (NHCs). They are 
conceived as political fora, usually at ministerial level, which 
consider the health implications of national development plans 
and discuss health-related intersectoral programmes (WHO, 1981). 
Of course they also provide the basic legitimation of the inter- 
sectoral approach, without which no government official would 

be prepared to undertake innovations of this kind. Experience 
with these councils is limited, though in some countries they 
have reportedly been successful (WHO, 1984). In most cases it 

is the health sector which has taken the initiative to set them 
up and which has retained the responsibility for their day-to- 
day operation. As a result, the impact of NHCs has often remained 
limited: health ministries are almost everywhere weak in the 
pecking order of government and cannot really exert much influ- 


ence on what is done, or not done, by other ministries. 


More experience exists in the technical field. National Health 
Development Networks (NHDNs) are loosely organised clusters of 
departments and agencies within and outside government, usually 
held together by a secretariat in the Ministry of Health (MoH) 
- for example, its planning division. Their main function is 
thought to be that of giving technical Support to the political 
decision-makers, perhaps specifically to the NHC. They can 
prepare documentation on which to judge plans, programmes and 
projects: produce analytical papers on health, health services, 
and health-related sectors: and set out the feasible alterna- 
tive options and choices (WHO, 1983). 


Beyond the health sector proper, however, attention of the 
NHDNs seems to focus very largely on the areas immediately 
contiguous to health: water development, Sanitation, nutrition 
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policy, perhaps those aspects of agriculture related to food 
production. NHDNs do not, on the whole, deal with the broader 
socio-economic factors that influence health, probably 

precisely because they are organised by the health sector 

rather than by the Ministry of Finance and Development, the 
Planning Commission, or even the Office of the President or 

Prime Minister. Intersectoral collaboration through these 
mechanisms consequentiv has a tendency to become "doing health- 
promoting projects" or "looking at the health effects of projects" 
in other sectors. It remains far removed from analysing the 
long-run effects on health status of major government policies - 
for example, policies on taxation, the rural-urban terms of trade 
(through prices set for agricultural produce by state marketing 


boards), or land tenure and property rights. 


The people responsible for deciding on those policies, who are 
usually guided by theories that hide the real effects on real 
people behind highly aggregated data, seldom look kindly upon 
"mere" sectoral policy makers asking awkward questions about 
their macro-economic models. It is perhaps more surprising that 
those responsible for analysing the reality in the different 
sectors have so rarely realised, or got together to document, 
that similar privilege-supporting mechanisms operate in all 
their domains. In the health field the biases that favour ser- 
vices for the better off by the better off could be called 
“anti-PHC mechanisms". These are clearly paralleled by the 
biases which make agricultural extension officers visit the 
larger and better-off farmers, while neglecting the subsistence 
peasantry: which make crop research institutes interested in 
modern - often non-indigenous - cash crops, rather than in 
improving traditional food and subsistence crops: which make 
livestock research institutes worry about the adaptation of 
high yielding imported cattle, while showing little concern 
for the local cattle varieties, let alone for small animals 
such as goats or pigs: which make education sectors give pride 
of place to innovation in secondary and higher education, even 


though primary education uses up the bulk of the budget: which 
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make all neglect the problems of women, be it in developing 
productive technology for the use of men, or in developing 
institutions that take the established gender-based division 

of labour for granted and often worsen .women's already diffi- 
cult position. Robert Chambers (1983) has argued that all these 
biases need to be reversed by a process which he has strikingly 
called "putting the last first". 


What role is there in all this for the health sector? Often, 
health planners and policy makers are genuinely "progressive" 
and concerned about the poor and about equity (even if the 
health professionals are not), but unfortunately health ministrie 
are usually not particularly powerful. Unless there is a broader 
government commitment to equity, with the lead being taken by 
departments closer to the hub of power - agriculture, industry, 
foreign trade, public works, and above all finance, or develop- 
ment and planning - health on its own is not likely to have much 
influence on the general line of government policy. Yet even 
where political circumstances are not particularly favourable, 
health planners aware of those "anti-PHC mechanisms" and their 
equivalents in other sectors could take certain important 
initiatives. They could start, perhaps through the secretariat 
of the NHDN, by producing information about the health sector 

in a form that would document where the needs were, what kinds 
of interventions appeared to have an impact on needs, and who 
seemed to benefit from those interventions. This would make 

it possible to address questions of equity and resource allo- 
cation (Segall, 1983). Armed with such new Statistics, they 
could request similar analyses for health-related indicators 
from their colleagues in other sectors - the obvious ones, 

such as water development, to start with: then rather more 


"delicate" matters such as the impact of land tenure patterns. 7 


2. A very interesting start on this kind of analysis was made in Costa Rica, 
where analysis of the data from the MoH's family and community survey 
(covering almost 10,000 representative families) showed precisely the 
correlation between some of these wider factors amd the prevalence of 
malnutrition. See Cervantes, Sonia et al, 1981, "Socio-Econanic 
characteristics of functional groups of the malnourished populations in 
Costa Rica", UNICEF, E. Africa Regional Office, Social Statistics Bulletin, 
vol 4 no 4, pp 1-9 
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Then they could put the data together in a truly intersectoral 
composite picture, to show the pattern of health-related 


"life chances", 


Contrary to the popular saying knowledge (by itself) is not 
power. Yet knowledge is indeed the first step to power. If the 
information about health-related life chances is publicly 
available, it can provide weightly arguments in an area where 
privilege is seldom openly defended. It may help mobilise those 
who stand to gain from change, particularly if the health sector 
places emphasis on community participation and is prepared to 
share such information fully with those at the grass roots who 


might rally around it politically. 


Types and levels of intersectoral collaboration 


In many less developed countries human resource development is 
still struggling to overcome the legacy of centuries of neglect. 
Partly as a result of this, and also perhaps owing to cultural 
assumptions about social and hierarchical relations quite diffe- 
rent from those in modern "Western" societies, administrative 
capacity may be relatively weak (WHO, 1984). Consequently it is 
both useful and necessary to distinguish clearly between inter- 
sectoral analysis, planning and policy making on the one hand, 
and the integrated intersectoral administration, implementation 
and management of programmes on the other (leonard, 1982,b). 

The previous section dealt at some length with the need for 
intersectoral collaboration in the analysis and planning of 
health-related activities. The experience with rural development 


projects confirms this as a worth while approach (Honadle, 1980). 


3. The concept was first used and developed by Max Weber early in this 
century. It refers to socially patterned differences that influence 
People’s"chances" of achieving desirable attributes,such as an 
occupation that provides a satisfactory incame, secondary education, 
or good health. For a further discussion see de Kadt (1985). 


It also provides considerable evidence that incorporation into 
the same management structure of components from various 

sectors overloads administrative capacity and leads to poor 
implementation (Morris, 1984). Pines, writing about the experienc 
with national nutrition planning, takes a similar line. While 
malnutrition has causes that lie within the domain of many sector 
and its analysis should benefit from a multi-sectoral approach, 
action may often best be pursued separately by the different 
sectors. Even when some sectors do not act, interventions by 
others may still have an impact. Also, intersectoral institutiona 
responses have often been made ineffectual by political and 
administrative difficulties, while at the same time inhibiting 
sectors from pursuing actions which they could have undertaken 

on their own (Pines, 1982). Overstretching intersectoral collabo- 
ration tips the cost-benefit scales decidely against its bene- 
fits and highlights the costs. 


Intersectoral collaboration takes place at various levels. In 
respect of PHC, attention has tended to focus either on the 
national level, or on the village. Both are important, of course. 
Analysis and planning mainly take place at the national level: 
here policies are formulated, guidelines and norms set, decisions 
on resource allocation made. Implementation occurs at the grass 
roots, but local needs also find expression here in projects 

and demands that take little or no account of national plans or 


resource availabilities. 


In between the village and the national centre, however, lie two 
levels that are often even more important from the perspecive 
being explored in this paper: the region and the district 
(district is used here to indicate the lowest level at which 
government and administration are fully operative). The district 
has the minimum resources necessary for many productive and 
service activities, including reasonably comprehensive health 


4 
care. Whatever the form of local government, it is here that 


4. See also the analysis of the agropolitan district in Friedmann (1981- 
82). 


23 


national ministries have their furthest "outposts" in the form 
of Medical Officers of Health. Agricultural Extension Officers, 
Schools Inspectors, Public Works Managers, and so on. At this 
level intersectoral collaboration can best take the form of 
defining the complementary tasks that have to be done by the 
various workers of each sector, specifying the division of 
labour, eliminating wasteful duplication - rather than allowing 
sectoral personnel to become "jacks-of-all-trades" (community 
development workers are specially trained for such a role). 
This is where most of the "micro-planning" or programming takes 
place: deciding within the parameters given by the region or 
the centre what precisely is to be done where, and with what 
resources. Programming deals with shorter term sequences and the 
disposition of activities within a year - including such in- 
creasingly important intersectoral activities as the joint 
rostering of the use of scarce transport facilities and the 


associated coordination of outreach visits to the rural areas. 


As for the representatives at district level of the people at 
the grass roots, these appear on the whole to "spend less time 
in determining what government should do" - in planning from 
below - "than in manipulating how things are in fact done" 
(Field, 1977:234). Which leaves the region with the important 
task of acting as intermediary between the centre and the local 
level, where national policies, guidelines and plans can meet 
the demands and projects that the districts have collected from 
below. The more a country conceives of planning as an iterative 
process between centre and periphery, the more important is 

the role of the region likely to be in the process of plan 


reconciliation. 
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Intersectoral collaboration and decentralisation 
a ee’ FOE PabOration and decentralisation _ 


Decentralisation can refer to a number of different processes, 
with different, even contradictory, implications for inter- 
sectoral collaboration. In discussions on PHC decentralisation 
tends to be used rather loosely, though it mostly refers to 
giving the lower levels of the health care services greater 
autonomy on decisions that can be made away from the administra- 
tive centre. This kind of administrative decentralisation (or 
“deconcentration") needs to be distinguished from the quite 
different process of political decentralisation (or "devolution"). 
which involves transferring a measure of political autonomy 

to units of local government (leonard, 1982b). 


Administrative deconcentration is what the health sector usually 
refers to under the issue of decentralisation. In the aftermath 
of Alma Ata, community participation for health has come strongly 
to the fore. It is difficult to give meaning and content to 
community participation in an administratively highly centralised 
system, where clearance from above has to be requested for any 
proposed local variation on the mandatory patterns of operation. 
In addition, there are internal reasons for allowing a measure 
of flexibility to lower level units. Local conditions vary, 

and it is inefficient to try and cope with such variations by 
means of detailed rules and programmes spelled out at the centre. 
Districts that have no Flexibility in transferring funds from 
underspent budget heads to those where more is needed are 
hampered in the carrying out of their tasks. The morale of 

local staff is hardly boosted if all they do is implementing 
decisions made higher up, however inappropriate these decisions 

may be to the local circumstances (WHO, 1984, Ch.5). Ministries, 
therefore, may consider leaving a greater number of decisions 

in the hands of their more peripheral units; District Medical 
Officers of Health, Water Development Managers, Agricultural 
Extension Supervisors may get more discretionary power as a 
result, though this power derives from the sectoral central 
government departments, to which they remain accountable and 
which can administratively "re-centralise" if they so wish 
(Apthorpe and Conyers, 1982). 
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Political devolution is quite a different matter, not pursued 
to improve the efficiency of the administrators and bureaucrats 
within the different sectors. Political devolution transfers 
responsibility for particular government functions from central 
government to regional, provincial or local political authori- 
ties. It occurs usually as a result of "Pressures from below": 
demands by emerging local political groups for more say in 
running their own affairs, ethnic or tribal differences, perhaps 
even separatist tendencies.” So lower level authorities may 

be given powers in areas which previously were under the 
jurisdiction of central government departments - for example 

in the field of health. Political devolution tends to weaken 


the role of central government departments and their peripheral 


units. 


These two types of decentralisation have quite different impli- 
cations for intersectoral collaboration. Political devolution 
may place responsibility for various health-related activities 
in the hands of district councils or provincial governments. 
Decisions on issues on which intersectoral collaboration would 
be useful are then made by one and the same authority. Even 
though these may be handled through different committees, their 
normally overlapping membership should facilitate the process. 
Problems may, however, arise around the relationship of the 
local authority with the sectoral central ministries. These 
will normally be given certain technical prerogatives in their 
areas, notably in relation to nationally set standards and 
norms (particularly important in education and health). The 
local sectoral chiefs, such as the District Medical Officer of 
Health (DMOH), will normally be appointed by the central ministry, 
and be subject to its jurisdiction. Especially if there are 


ambiguities in the respective powers of local and national 


5. Of. the recent strengthening of provincial government in Papua New 
Guinea, with its considerable implications for the organisation of the 
health care system (UNICEF/WHO, 1982). 
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authorities, such local sectoral chiefs may find themselves 
at the centre of disputes and conflicts - all the more probable 
because national ministries will also wish to remain involved 
in resource allocation. This is so because even the funds for 
services over which local authorities have formal control are 
usually channelled to them via the central budgets of sectoral 
ministries. Central ministries may want not only to have a say 
in the overall allocation of resources as between different 
areas, but also to keep some control over the way the money is 
Spent. For example, a country with devolved responsibility for 
health care, but nationally committed to PHC, is likely to 
impose restrictions on the use of the health budget for a 


further expansion of hospital services. 


Administrative decentralisation or deconcentration, in contrast, 
strengthens the hand of local departmental officers such as the 
DMOH. Decentralisation in a number of health-related sectors 
increases the discretionary powers of various sectoral officials 
at the lower level. As a result they might be able to devise 
locally relevant and workable mechanisms of intersectoral colla- 
boration, such as procedures for a more coordinated task imple- 
mentation and a clearer division of labour, which can help 


eliminate wasteful duplication of effort. 


Finally, there is an intermediate situation, found particularly 
in countries with a French politico-administrative tradition. 
This has been called a "prefectorial system" (Leonard, 1982a). 
Here, a strong central state, with no intentions to devolve power 
to separately elected local authorities, gives discretion over 

a wide range of issues to a centrally appointed prefet, beholden 
to a powerful Minister of the Interior or directly to the Head 
of State. This type of local Chief Executive may be given 
considerable authority over the local sectoral officers, whose 
actions he "coordinates" both through direct relations of perso- 
nal authority and through regular formal meetings of the govern- 


ment officers in his area. 
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Sectors, disciplines, and professional cultures 


The world of government and administration is highly sectora- 
lised. It is also highly professionalised. Is this not helpful 
to intersectoral collaboration? Does not their professionalism 
provide a bridge between officials in different sectors? 
Unfortunately, it does not. Each sector has its dominant 
profession and discipline, all of which approach the world's 
problems from their own distinct and usually mutually exclusive 
perspectives. While many professionals will say that they do 
little more than throw a narrow shaft of light on an immensely 
broad problematic, their behaviour often suggests the opposite. 
As they have thoroughly learned only the methods and theories 
of their own discipline, while they know little about other 
approaches, this may be understandable - but it makes their 
self-assured isolationism, even arrogance, no less unattractive. 
Ask an agricultural extension officer what would help reduce 
malnutrition and he will answer "increased production". Ask a 
teacher, and he will say: "better education and less ignorance", 
Ask a nurse, and she might reply: "better nutrients", or perhaps 
"better health care". It so happens that all of these answers 
are "true" in some sense. But this does not solve the problem 
of how to get these different professionals to look together 

at a particular situation of malnutrition, to devise ways of 
jointly formulating a series of steps, coming to grips with 
priorities, and deciding how best to use scarce resources over 


time. 


In his discussion of the different attempts to "explain" rural 
poverty, Robert Chambers has drawn attention to the existence 
of two dominant explanatory "clusters" - clusters that can also 
be identified in relation to more narrowly health-related issues. 
One of these, the physical ecology cluster, represents the 
approach of the physical scientists, who focus on matters such 
as environmental management, the pressure on physical resources, 
climate, the population explosion, or - in the case of health - 
disease vectors. The other is the political economy Cluster of 
explanations. It is used by social scientists (including at 
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least some economists!), and stresses social relations, 

economic forces, property rights, and power - locally, 
nationally, and internationally (Chambers, 1983). Most professio- 
nals participate in one or another of these clusters. It is 

rare enough for them to communicate across disciplines within 
those clusters: it is even rarer to find them interacting 


professionally with people outside their cluster. 


In addition to the differences in substance of professional 
cultures, differences in styles of work and interaction also 
create problems for intersectoral collaboration. Two examples 
may illustrate the point. The education of physicians and nurses 
places such overwhelming emphasis on the knowledge needed to 
provide good curative care that their view of health is thorough] 
"medicalised". Consequently, few of them really understand 
what is meant by the PHC approach, or how people can make a 
contribution to their own health other than by following their 
technical prescriptions. Moreover, most of them regard their 
life-saving expertise as providing the basis for interpersonal 
relations that rest essentially on authority: so at best they 
are paternalist, at worst disdainful of all "lay knowledge" 

in the health field. For those with training in community 
development, in contrast, an egalitarian and participative 
approach to people is meant to be at the very centre of their 
professional style. While they are no doubt as impressed by 
medical knowledge as the poor peasants (and probably depend on 
it a great deal more), they also naturally rebel against 
"technocrats" who presume to tell people what to do and how to 
HOD Lt. 


The approach of the community development workers opens onto the 
third culture, or cluster of explanations, that Chambers identi- 
fies: the knowledge of the people themselves. There is little 
doubt that modern science and technology has not achieved parti- 
cularly spectacular results for the poorest, least educated, 
most "traditional" population groups. Whether it has been the 


"Green Revolution", the "Immunisation Revolution", or the 
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“Nutrition Revolution", the benefits have largely accrued to 
those who were already better off initially. A significant part 
of the explanation for this recurrent phenomenon is the fact 
that the offerings of modern science do not fit into the world- 
view of the rural poor. They have had to develop their own 
responses to the struggle for survival over generations, and these 
responses have undoubtedly been adaptive to their environment. 
In fact, local people always know a very great deal more about 
that environment than outsiders, even if that knowledge is both 
incomplete and not systematised in a scientific way°. It is 
encouraging, therefore, that slowly a greater awareness is emer- 
ging of the fact that outside experts are not always right, that 
much is to be learned from local people. Though the calls for 
collaboration with traditional birth attendants and traditional 
healers still sound a little hollow, they are part of this wider 
trend to make the best of “indigenous knowledge" rather than 

to reject it. 


This is not to suggest that for poor people traditional knowledge 

is inherently superior to modern knowledge. The horizons of the 
rural poor are quite narrow: their capacity to understand potential- 
ly beneficial innovations is limited. Basic education has a major 
role to play in this respect, while the broadening of perspectives 
in the socio-political field has been called conscientisacion. 
Circumstances can change, and change quite rapidly: the traditional 
solutions are then no longer optimal or adapted. Whatever the 
importance of recognising the relevance of indigenous knowledge, 
there is much that experts from various sectors and disciplines 


can do to help the most disadvantaged groups. 


Yet before the outside experts can hope to get a hearing for their 
ideas, they will have to overcome the suspicion and hostility 


generated by decades of neglect on the one hand, and arrogant 


6. For an excellent discussion of the relevance to nutrition of the 
indigenous knowledge of rural women see Gordon (1984). 
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superiority on the other. Though the health professionals and 
their undoubtedly effective cures are in one sense widely 
accepted, in another they are often only half-trusted and 
frequently not liked at all. Virtually all professions and all 
sectors seem, in this respect, to be in a similar situation. 

It would take quite a change of style for them to become more 
genuinely open to those whom they have always regarded as 
ignorant. One practical example of intersectoral collaboration 
might be for the different sectors and professions to make this 
a joint effort. Once they had met on the neutral ground of 
indigenous knowledge it might be easier for them to meet each 
other. Help could be given in this regard by those whose work 
takes them closest to the people: the auxiliary nurses, the 
agricultural extension assistants, the community development 
workers. Most of them would first have to be "re-cycled", as the 
French so graphically say: their training will usually have made 
them disdainful of indigenous knowledge, and hence both incapable 
of stimulating a discussion with local people and of taking what 
they hear even half seriously. Yet after the "scientific" 
indoctrination of their doctor and engineer teachers has been 
put in a suitably relativistic perspective, such auxiliary 
workers can be marvellous links between the modern service 
structures and the people expected to benefit from them. If they 
ask those who have lived through a lifetime of yearly seasonal 
variations to tell them about the effects of the seasons on 
labour demand, hunger, food reserves, and disease, they will 
learn some very important facts. If they have been taught a 
simple framework for recording these facts, and also how then 

to explain this to the people and involve them in the analysis 
(yes, uneducated - even illiterate - people can "analyse"), they 
can begin to break down the barriers of mutual incomprehension. 
If they can show respect for the indigenous ways Of coping, they 
will help to make effective two-way communication a possibility 
for the future. Not only would the people benefit, but the pro- 
fessionals one or two levels up in the different sectors and 


services would almost be forced to take notice. 
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So, perhaps the straightest road to intersectoral collaboration 
leads through the land of the people. An appropriate signpost 
might read: "community involvement". 


a 
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THE HEALTH TEAM: PROBLEMS OF MULTIPROFESSIONAL COOPERATION 


Matomora Matomora 


The vehicle towards the goal HFA/2000 (health for all by the 
year 2000) is primary health care (PHC), which—it is generally 
accepted—can best be delivered through the organizational mode 
of teamwork. The WHO-SEARO 1980 Report spells out the impor- 


tance and rationale of teamwork as being: 


a) logically necessary, since no one person has all the knowl- 


edge and skills necessary to deliver PHC; 


b) efficient in bringing about epidemiological change in the 


community ; 


c) cost-effective in PHC delivery. 


This paper aims at contributing to the discussion of teamwork 
and problems of multiprofessional cooperation in PHC. The au- 
thor draws widely from the experience gained in running the 
hospital-based community health programme at Mwumi, near the 


new Tanzanian capital of Dodoma. 


Being a WHO member state, Tanzania obviously embraces the 1978 
Aima Ata Resolution and hails it as being in fact very much in 
line with the country's own political aspirations and consis- 
tent with the Health Ministry's policy. Thus HFA/2000 is its 
first goal (1983/84 Budget Speech). Each village is to have a 
village health post manned by two village health workers (VHW) 
and a village health committee consisting of about ten members 
of the village. The ward, which normally has a dispensary, is 
to have a ward health committee (WHC) ensuring the involvement 
of leaders, the people, and government extension workers. High- 
er up the administrative ladder are other Similar committees 
(1981 PHC Guidelines). 
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National implementation of the PHC programme has started in 
five regions, including Dodoma. In the selected districts, 
training of 20-30 VHWs from more remote and otherwise unserved 
villages has started. In Dodoma district, cooperation between 
the government PHC coordinator and the Mvumi-based community 


health programme is good. 


The Mvumi Hospital Community Health Programme (MHCHP) started 
in 1976. The aims were threefold: 


a) To train VHWs for all the Dodoma district villages without 
health facilities. Training followed the then existing MoH 
guidelines. Work was done with close cooperation of the 
District Medical Officer. By 1979, MHCHP trained around 
150 VHWs. 


b) To supervise static MCH clinics and conduct mobile clinics 
in those villages without static units in the southern half 
of the district. In practice this meant sending out mobile 
teams to between 30-40 villages bimonthly. Some of the far- 


thest villages served were more than 100 km away from Mvumi. 


c) To run the Nutrition Rehabilitation Unit as well as run the 
daily MCH clinic at the Hospital. 


The team consisted of a doctor, working only part-time in the 
programme, a rural medical aid, and two to three nurse-midwives. 
The work was not geared to involve the communities concerned. 
The mere vastness of the programme area left no alternative to 
providing a mere passive service. The resulting poor community 
participation and teamwork made it impossible to achieve any 
measurable results. Evaluation was in fact hardly possible. And 
as the national economic situation deteriorated (leading to 
shortages of petrol and spare parts) combined with the 1978 se- 
vere cholera outbreak and the anti-Amin war, the programme fi- 


nally came to a standstill. By 1981, MCH-clinic attendances 


were at the lowest, and there were less than 30 VHWs actually 


working in the district. 


Phase II of the MHCHP started with greatest emphasis being 
placed on the importance of teamwork and community involvement. 
The programme area was contracted to a manageable size of nine 
villages located between 6-50 km from Mvumi. A series of semi- 
nars with the party, government and church leaders of all lev- 
els in the district were organized to discuss and stress the 


importance of participation and teamwork. 


In promoting teamwork, MHCHP was guided by the conviction that 
health improvements are derived from the people's own actions 
rather than from medical technologies. The community develop- 
ment approach was adopted, which defines health in terms of 
better living conditions and which does not of necessity start 
with health service activities. This approach "views health as 
a human condition, and health improvements as a response to an 
educational process by which community members begin to take 
control of and responsibility for their own health care" 
(Rifkin, 1983). 


As PHC is about health for the entire population, the system 
through which this can be delivered must aim "to develop and 
sustain middle-level and village-level staff in the public 
health services; it also draws on agricultural extension work- 
ers, rural development planners and others ..." (Morse, 1984). 
In the MHCHP these "others" include VHWs, village health pro- 
moters (VHPs), and traditional birth attendants (TBAs). The 
coordination team consists of a doctor working full time, three 
to four nurse-midwives and an agrovet. They recently completed 
a course on adult-training psycho-social learning methods after 
Freire. The programme nurse-midwives helped by nurse students 
run the Mvumi Hospital daily clinics as well as conducting 


monthly mobile clinics in the nine villages. MCH aids from 
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nearby dispensaries help in the mobile clinics and in the 
training of TBAs and VHPs. 


The Health Development Committee (HDC) is the most important 


decision-making supervisory and supportive body which meets 

regularly every two months, Its members are the nine village 
chairmen, three church leaders, the District Medical Officer, 
the Medical Director of Mvumi Hospital, and the MHCHP coordi- 


nator. 


The Village Health Committee (VHC) is constituted on the same 
lines as required by the MoH. It consists of two VHWs, the vil- 


lage chairman and secretary, and four or five VHPs and/or TBAs, 


who are the most accessible PHC providers in their communities. 


Village Health Workers (VHW): 


MHCHP has been hesitant on VHWs because of its past negative 
experience with them. However, the ministry has produced new 
training/selection regulations, and the programme now plans to 
train/retrain VHWs in the second half of 1984, after which time 
the goal of two VHWs per village will be achieved. This will 
give a ratio of one VHW for every 200 households - a ratio gen- 


erally regarded as reasonable for part-time VHWs (Vaughn, 1983). 


However, if VHWs are to do extensive and regular home visiting 
as they are expected, 200 households, which are often also far 
apart, is too big a number. VHWs are in danger of degenerating 
into mere drug-dispensing activities at the health post rather 
than promoting health and so acting as true "agents of change" 
(Rifkin, 1983) in the community. 


Village Health Promoters (VHP): 


The Mvumi programme has opted to train four to six more "agents 


of change" in each village - one from every sub-area (mtaa). 


39 


Their training is brief (one month) and does not include drug- 
dispensing skills. It broadly covers MCH skills, environmental 
Sanitation, water supply, and problems of nutrition. They are 
expected to do a lot of home visiting, health education and mo- 
bilization for mtaa attendance on the village “clinic days" and 
active participation on the village “health days". VHPs allow 
for competition for better health within the village. 


Selection of both VHPs and VHWs is done by the villages them- 

selves at general meetings. Much groundwork is, however, done 
before selection in order to help the community to give health 
matters the priority they deserve. In the meeting, the villag- 
ers discuss the duties and responsibilities of VHPs and VHWs 

and develop a list of criteria, which candidates will have to 
fulfill before they can be selected. In this way, some guaran- 
tee is assured that the selected members will be suitable and 


committed. 


Traditional Birth Attendants (TBA): 
ee MCCENGANTS {IBA} 


The Alma Ata Resolution describes TBAS as being "often part of 
the local community, culture and traditions, and continue to 
have high social standing in many places... With support of the 
formal health system... (they) can become important allies in 
organizing efforts to improve the health of the community." 
(HFA Series No. 1). 


In Tanzania, TBA activity thus has not gone much beyond the 
call for them to come forward or for MCH aids to look for them. 
As Klouda (1982) states: "It is official government policy to 
cooperate with such attendants, but it is in very few places 


indeed that such cooperation is being attempted." 


Being in a region where the percentage of home deliveries is 80 
percent among the highest in the country, the Mvumi programme 
has felt morally obliged to start effective communication and 


cooperation with TBAs. The idea was extensively discussed with 
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the village and district leaders during various meetings and 
seminars. In the process, the village leaders got very keen on 
getting their TBAs trained. A list of 66 TBAs in the nine vil- 
lages was received. The programme nurse-midwives led detailed 
interviews with 60 of them to establish their experience and 
practice. In April 1983, we organized the first TBA seminar 
with 18 TBAs. Senior Health Ministry Officials (including the 
Principal Nursing Officer - Preventive), Regional and District 
Officials attended the seminar. In the subsequent months, two 


more one-week seminars were held. 


The results of TBA training were more than gratifying. The old 
ladies not only proved to have accumulated much knowledge of 
their profession in their long years of practice but also to be 
very eager—once they gained trust and confidence—to fill 


their gaps from their modern counterparts. 


The story of TBAs is a pathetic one. They help the greatest ma- 
jority of delivering mothers in the rural areas, but in semi- 
illegal conditions and devoid of any respect from the health 
authorities. Midwives in hospitals have only scorned them. No 
wonder, therefore, they viewed "the change of heart" of the 
Mvumi nurses with great scepticism. However, it was most grati- 
fying to observe the mutual trust and respect that developed 
during these seminars and thereafter. TBAs in the programme ar- 
ea have much more self-confidence. While they used to hide 
themselves, they now come forward and introduce themselves as 
"wakunga wa jadi". It is to be hoped that their meeting with 
President Nyerere in January 1984 at Mvumi not only boosted TBA 
morale and raised their self-confidence farther, but that it 
paved the way nationwide for the modern professionals to gen- 
uinely accept and cooperate with their traditional counterparts 


in the interest of the people we all serve. 
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The cornerstone of MHCHP activities involves training and su- 
pervision of TBAs, VHPs and VHWs as well as traditional crafts- 
men. The training methodology stresses building awareness and 
community motivation. Communities should be motivated "to begin 
to take responsibility for their own health and welfare". Ren- 
dered services serve as "an entry point into activities de- 
Signed to enable community people to become more politically 
strong and self-reliant" (Rifkin, 1983). 


In the definition of the SEARO Expert Group (WHO, 1980), team- 


work should include: 


a) commonly agreed goals and a programme action based on 


agreed priorities and the needs of the community; 
b) a clear division of labour; 
c) adequate human, social and material resources; 
d) supportive, cooperative relationships; 
e) open, honest and sensitive communication; 


f) provision for evaluation. 


Teamwork in the Mvumi programme can be said to have developed 
well and successfully. In 1981 we started with four health 
staff; later, an agroveterinary extension worker joined the 
team. As part of the learning process the team travelled exten- 
Sively within the country and in neighbouring Kenya. At the 
same time we organized many meetings and seminars with village, 
division and district party, government and church leaders, at 
times also involving regional leaders, to discuss health and 
development issues. At a later Stage, when a oneness in spirit 
was reached with the leaders, we Organized more community meet- 


ings to discuss these same problems, 


The outcome of these activities included achieving commonly de- 


fined and agreed goals and priorities for programme action. 
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Human, social and material resources became clear, and respon- 
sibilities were distributed. United in the common aspirations, 
Supportive and cooperative relationships developed and communi- 
cation showed a high degree of openness, honesty and sensitivi- 


ty. 


Thus, during this first half (1982-1984) of the MHCHP Phase II, 
a high level of teamwork—derived from the community's deep in- 
volvement in the project—has been achieved. Teamwork strength- 
ened sharing, working together, mutual trust and respect, and 
free communication - cooperation and sharing not only among 
various professionals but also between the traditional and mod- 


ern practices of the same profession, namely midwifery. 


Progress Assessment 


Evaluation of PHC projects, as in other cross-sectoral, multi- 
disciplinary fields, is inherently difficult (UNDP, EN series 
No. 9, 1984). This is the more so in a programme hardly two 
years old. The third overall evaluation survey is due soon 
(June 1984). At present, nothing yet can be said about health 
and nutritional status, mortality and morbidity rates of the 
nine communities. The following assessment, therefore, can be 
little more than impressionistic, while making use of measure- 


ments of the "process" of health care. 


1) Establishment of the health teamwork was the greatest suc- 
cess embodied in HDC and VHCs as well as the successful 
training of 48 TBAs and 45 VHPs leading to an average VHP/ 


TBA coverage of ten per village. 


2) The increase in people's awareness and motivation is demon- 
strated by higher MCH clinic attendances. Between July 1982 
and July 1983, under-fives' clinic attendance rose from 
6,657 to 12,135, while ante-natal attendance went up from 
486 to 1,728. 


3) 


4) 
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Immunization coverage in the nine villages rose in the pe- 


riod as follows: 


(estimate) 
July 1982 July 1983 December 1983 
BCG scars 31% 62% 88% 
Measles vacc. 30% 48% 
Completed vacc. 10% 28% 


These figures should be viewed in the light of the fact 
that | 


(i) the vaccination services are once monthly; 


(ii) the national average figures for BCG and measles are 
35 percent each (MoH 1981 Evaluation). 


Community motivation and involvement are also shown by the 
people's response to the problem of malnutrition. The July 
1983 survey showed a high prevalence of malnutrition in the 
nine villages (210 severely malnourished under-fives). HDC 
thus decided that villages should build nutrition day-care 
centres to be run by VHPs and TBAs. Five villages have al- 
ready erected these centres, while the remaining four have 
promised to build theirs during 1984. Another strategy to 
fight malnutrition was the growing of fruit-tree seedlings. 
All nine villages are now growing guavas, pawpaws and or- 
anges. In the last two years, about 20,000 seedlings were 
distributed. 


One outstanding progress result is the close cooperation 
established with the authorities, especially at the dis- 
trict level. They have been so impressed by what is happen- 
ing in the nine villages that they expect the programme 
will soon extend its activities to the whole district. The 
programme coordinator was recently appointed councillor and 
Chairman of the councillor's committee dealing with health 


and water in the district. The MoH has also shown its 
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interest particularly in the TBA programme. The Ministry's 
pilot area for starting TBA training is Kisarewe district. 
It sent four nurses/midwives from there to take part in the 
Training of Trainers (TOT) - workshops conducted by MHCHP 
with the assistance of AMREF. This course was organized to 
give Mvumi programme staff more adult-training skills 
(psycho-social methods after Freire). Other participants 
included eleven MCH aids from Dodoma district and two N/Ms 
from Singida region. After this course, graduates are ex- 
pected to be able to start small TBA classes in their areas 


Of work. 


The above account demonstrates clearly the importance of the 
role of the people themselves in promoting community health. A 
positive people's participation can be expected on the basis of 
mutual trust and teamwork. The amount of time and work the peo- 
ple are prepared to invest is almost unlimited, if they are 
convinced that it is in their own interest and that of their 
families. The Mvumi experiment has not only led the communities 
to discover their own potentials and so gain lost self-confi- 
dence, it also teaches the health and other professionals as 
well as the authorities to count more on the people and trust 
their ability to rid themselves of ill-health. 


The Mvumi experience can also teach us to do away with the gen- 
eral misconception which propagates PHC as opposed to hospital 
care. That this is wrong has been shown by the 74981 Karachi 
International Conference on "The Role of Hospitals in Primary 


Health Care". The conference conclusions included: 


- Hospitals have an important role in fostering and encouraging 


the growth of primary health care. 


- Hospitals should have a department of community health to mo- 
bilize interest, expertise and direct interactions between 


Clinical services and the communities around. The department 
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should have a multidisciplinary composition and foster and 


encourage teamwork. 


Hospital Community Health Departments (CHD), the Conference 
stipulated, have important responsibilities, including: 


- Support and encouragement of PHC programmes in the catchment 


area; 


- training and reorienting health workers in order to change 


from a “hospital outlook" to a "health perspective"; 


~ cooperate with PHC educators and supervisors in the field to 


improve training management and administration; 


- collaborate with the community in seeking relevant informa- 


tion on health problems and appropriate solutions. 


The Church Hospital of Mvumi has run such a CHD since 1976 and 
has of late assumed such responsibilities. In Tanzania, sever- 
al other voluntary agency hospitals run CHDs if only to conduct 
passive mobile clinics. The Mvumi experiment shows that there 
is much greater scope, especially for VA hospitals, to play a 


more important role in promoting PHC "bottom-up" in the country. 


MHCHP is far from being perfect. Real lessons to be learned 
from it will have to be established as time progresses. All 
that has been evident in this paper is that the start was good 


and the final results seem promising. 


However, it is important to remember that there are various ob- 
stacles which can and will hinder teamwork and, therefore, hin- 
der deeper community participation. Such obstacles have been 
generally categorized by the SEARO Expert Group as relating to 
(1) teamwork itself; (2) the community; (3) Organizational/ 
professional structure; (4) the overall health team; and 


(5) national/political/economic structures, 
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Translated in the local MHCHP situation, these obstacles are 
real and present a threat to the future development of teamwork. 
Although TBAs and VHPs have been trained, and they exist in 
their own right, they are all "agents of change" and, therefore, 


their roles will have to be defined more clearly. 


Moreover, communities are not homogenous; there are important 
social and economic inequalities as well as local power groups. 
The poorer sections of the community often also lack the abil- 
ity to communicate. A PHC programme may easily end up address—. 
ing itself to the needs of the richer and more influential sec- 
tion of the community. A poor village leadership can often 
block the way to the community. In the MHCHP it will now be 
necessary to take the achievements down from the village level 
to the individual/family level. 


Although HDC is an excellent decision-making body, more thought 
will have to be given as to how HDC can be strengthened and be 
more self-confident and self-sustaining. An appropriate struc- 
tural support is required. Health staff are often plagued by 
limited time and/or commitment. The problem of disproportionate 
resource allocation and conflicting interests is a real obsta- 


cle to teamwork. 


For example: 


- Do you spend money for seminars with villagers, while the 
hospital lacks food to feed patients? 


- Does a doctor/medical assistant leave a busy OPD or ward to 


attend lengthy village meetings? 


- Does he reduce the time he spends with powerful and influen- 
tial elite patients with minor complaints to attend a seminar 
with old traditional birth attendants? 
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- Do you allow community involvement risk an erosion of long 


traditions of superior service? 


~ Will hospital-based CHDs allow for greater representation of 
other professionals other than health staff, e.g. social/de- 
velopment workers, water technicians etc., on the health 


team? 


In the era after Alma Ata, there is much rhetoric. Many words 
are said which are not matched with concrete actions and are 
devoid of any apparent commitment for PHC. This is true among 
leaders starting at the village level all the way up to the na- 
tional level. This is particularly true among the health pro- 
fessionals. 


All these problems and contradictions are real obstacles to any 
PHC programme, The Mvumi programme is no exception. A fruitful 
discussion on health teamwork and community participation in 
the struggle for HFA/2000 will have to appreciate these obsta- 
cles. The future of the Mvumi programme and its possible expan- 
sion in the district and elsewhere in the country will depend 


on the resolution of such contradictions. 
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DISCUSSION 


The question as to which extent health workers are able to 
influence sociopolitical decisions taken in sectors other 
than the health sector (Roemer) was answered by Mr. de Kadt 
by referring to the political conditions prevailing in Mali. 
He pointed out that the health objectives pursued by rural 
communities and government agencies are basically opposed. 
Whereas the major concern of rural populations is that of 
improved food supply, the government makes every effort to 
ensure the low-cost supply of urban populations. Rural in- 
comes are characterized by a low level, the reason being 
inadequate marketing prices for agricultural products, taxes, 
penalties,and corruption. The only chance to remedy this 
Situation would be to strengthen the awareness of those 
responsible in the health ministries of the political and 
technical consequences emerging in the wake of this Strate- 
Gy- However, as long as other ministries fail to display 

a willingness to initiate change, no change is likely to 
occur. The health sector thus remains confined to the task 


of raising inconvenient questions. 


Asked about the significance of deconcentration and "devolu- 
tion," Mr. de Kadt pointed out that devolution marks the 
degree to which political competences are centralized. It 

is essential that the health projects and recommendations 
elaborated and submitted by the health workers must strict- 


ly with the given political framework. 


Mr. Korte stated that in planning primary health projects 
little scope was left for intersectoral cooperation. It 
would be expedient to find out which countries had obtained 
positive results in the operation of National Health De- 


velopment Networks. Mr.de Kadt confirmea that although the 


debate on National Health Development Networks had somehow 
lost its drive, some countries (e.g. Sri Lanka) had never- 


theless been successful in sustaining such networks. 


Mr. Gordel wished to learn details about the conflict between 
villages and their superior administration authorities as 

the primary health care sector is constantly running the dange 
of being patronized by state power. The question must be 
raised in which way this conflict is to be avoided or over- 
come. The lecturer pointed out that only on the basis of 
mutual understanding can optimal results be ensured. Time 

and again health workers had to overcome a substantial dis- 
trust on the part of the villagers which derived from the 
people's negative experience with the health authorities 

and, in many cases, the initiatives enforced by the latter. 
In order to bridge the gap between community and authority, 
the health officers must be able to communicate. Mention 

was likewise made of the dangerous tendency to romanticize 
the suggestions brought forth by the villagers themselves; 
their views, which are often following other lines of think- 


ing, are not always transferable and correct. 
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GTZ PROJECT: “PROMOTION OF THE GAMBIAN HEALTH SERVICES" 


Curt Fischer 


Multiprofessional Cooperation in PHC Programmes: 


The Health Team 


1) The medical and health services are rendered in The Gambia 
in three regions (Eastern, Western, and Central Region). 
Since 1980, Central Region is identical with the project 
area of the GTZ project “Promotion of the Gambian health 
services". Since August 1983 the project area has expanded 
to Western Region under the direction of the Gambian Re- 
gional Medical Officer/Western Region. That area is not 


considered in the following report. 


The population of Central Region amounts to 120,000, which 
constitutes 20 percent of the total population. Another 20 
percent live in the urban and peri-urban area of the capi- 
tal Banjul, 20 percent in rural Western Region, and 40 per- 


cent in Eastern Region 


The PHCP was launched in 1980 in Central Region which now 
has 80 PHCP villages. 


In Western Region 24 (out of 36) villages have PHCP, and in 
Fastern Region 76. By the end of 1985, all 240 villages in 
The Gambia with a population of more than 400 will have en- 
tered the PHC programme. 


2) The health facilities in Central Region are: 


5 health centres, 2 dispensaries 
16 sub-dispensaries at key villages 
80 village health posts 
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4) 


5) 


The health staff consists of (totals for Central Region): 


nurse superintendents 
nurse/midwives 


nurses (male) 


2 

6 

7 

5 state-enrolled nurses 

7 community health nurses (MCH) 

10 auxiliary nurses 

8 community health attendants 

3. laboratory attendants 

25 ancillary staff (orderlies, watchmen, cook, etc.) 
16 community health nurses (PHC supervisors) 
80 village health workers (VHW) 


80 traditional birth attendants (TBA) 
In addition: 


1 health superintendent 

4 health inspectors 

15 health labourers 

1 senior leprosy control officer 
1 leprosy control officer 


4 leprosy inspectors 


The consolidated teams in the Region are: 
- The Regional Health Team 


- The MCH Teams 


Definition of "Team": 


A group of professionals of one line (health) with indi- 
vidual job descriptions who work together wholly or in 


part to achieve defined tasks within their competence. 


6) 


7) 
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The Regional Health Team (RHT) 
~ represents the highest health authority in the Region; 


- coordinates, administers, monitors, and supervises all 


medical and health services in the Region; 


- collaborates with equivalent structures in the Region, 
i.e.:; Community Development Department, Agriculture De- 
partment, Educational Department, Department of Water 


Resources, etc.), intersectorally. 
Its members are: 


- regional medical officer 
- regional public health nurse 
- regional health superintendent 


- regional medical storekeeper 
Attached are: 


- senior leprosy/TB control officer 

- nurse/superintendent of the Teaching Health Centre 
(Mansakonko) 

Additional staff: 


- clerk/typist 


~- messenger 


The Mother and Child Health Team (MCH Team) 


Each health centre in the Region (total: 4) possesses an 
MCH team, consisting of staff of the health centre: 


- nurse/midwife 

- state-enrolled nurse 

- community health nurse (MCH) 

- auxiliary nurses 

- laboratory attendant (if available) 
- health inspector or deputy 


8) 


a 
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The MCH team travels to the key villages of the PHCP once a 
month to perform and render the MCH services (ante-natal 
and infant welfare clinics including immunization) for the 
target population of the surrounding villages. MCH clinics 


are held once or twice weekly at health centre level. 


The Village Development Committee (VDC) 


The VDC represents the self-administrational structure of a 
PHC village. Its members are selected from representatives 
of the traditional groups in the village (women's, men's, 
youth's), and individuals (e.g. teacher, extension worker, 
Imam). They are elected by the villagers and usually presid- 
ed over by the head of the village (Alkalo). 


A cashier and an auditor are present in the VDC to handle 


the cash from PHC drug sales. 


The VDC controls the village health worker and the TBA, 
manages the drug sales profit and the expenditures, defines 
village programmes (sanitation), and channels the support 
for the VHW and TBA. 


The VDC constitutes the link between the village PHCP and 


the regional health team members in all matters arising. 


Supervision is understood as advice, guidance, sensitiza- 


tion, support, and backing up rather than control. 
Several supervisory tiers are existent, i.e.: 


- The 16 community health nurses/PHC supervisors are posted 
at the 16 key villages of the Region and from there each 
is supervising up to five PHC villages around the key 
village once weekly. The set of a key village and the PHC 
villages belonging to it is called a "circuit". 


- The regional public health nurse supervises the community 
health nurses regularly at short intervals and the PHC 


villages less often. 
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The regional medical officer supervises all staff as time 


allows. Supervision may be delegated to all staff. 


The supervision results are deliberated at RHT level and 


re-channelled to the village level for action. 


10) Organigram of the Regional PHC Structure 


VILLAGE HEALTH WORKER 


TRADITIONAL BIRTH ATTENDANT 


VILLAGE DEVELOPMENT COMMITTEE 


COMMUNITY HEALTH NURSE (PHC) 
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MULTIPROFESSIONAL COOPERATION IN PRIMARY HEALTH CARE (PHC) 


A. B. Hatib Njie 


One of the major objectives of this symposium is to highlight 
problems arising from PHC projects supported by the Federal 
Republic of Germany with a view to improving cooperation within 
the health sector. 


Mr. Chairman, perhaps I may be excused if, in my presentation, 
I appear to lose sight of this objective, as the issues I pro- 
pose to discuss will centre mainly on problems that arise out 

of the organizational structure of the national health system 

itself (within which this GTZ/Gambia Government project oper- 

ates), rather than on the details of the GTZ project. 


Our submission will be divided into two parts, namely: 
(1) the organizational structure; 


(2) the field aspects 
(to be presented by my colleague Curt Fischer). 


Mr. Chairman, we have elected to define multiprofessional to 


mean multidisciplinary within the health sector. 


Before proceeding further, it would be of advantage to put this 
project in some context within The Gambia's health development 


plans. 


PHC Strategy 


In 1979, The Gambia adopted PHC as the basic foundation of a 
national health strategy. 
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The plan envisaged the development of community health pro- 
grammes (CHP) of a participatory nature, closely integrated 
into the government health system, which itself was to undergo 


major restructuring. 


A detailed action plan was developed for the phased implementa- 
tion of this programme. This plan aims to establish community 
health services in each village with a population of 400 inhab- 
itants or more, which does not already have a permanent health 
facility. Each such village is to have a trained village health 
worker (VHW) and a trained traditional birth attendant (TBA), 
both selected, supported and supervised by their own communi- 
ties. The programme ultimately aims at an integrated develop- 


ment of the community, health being used as an entry point. 


To ensure adequate support for these community programmes, the 
formal health sector has had to undergo major reorientation and 


restructuring, for example: 


(a) Adoption of a broader view of health, with the orientation 
towards health promotion and disease prevention, rather 


than a predominant preoccupation with curative care. 
(b) Community involvement. 
(c) The decentralization of health management. 


(d) The introduction of a new tier of service, the key-village 


subdispensary, with a predominantly supportive function. 


(e) The revision of training curricula and development of 


staff retraining programmes. 


Before the adoption of PHC in 1979, the administration of our 
health services was highly centralized, with each tier of the 
service relating more or less directly to the central director- 


ate, as did individual units within each tier. 
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Even before the adoption of PHC, some progress had been made 
towards the integration of programmes and activities within 
the health services, notably, the integration of nutrition and 
the Expanded Programme of Immunization (EPI) within Mother and 
Child Health (MCH). 


To a large extent, however, compartmentalization of activities 


continued to follow lines of specific professional interests, 


Figure 3 illustrates some of the specialist activities carried 


out by specialist cadres, €.g-, at a health centre, 


Figure 3 
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Each of these groups operated in their own compartment within 
the centre, kept medical supplies separately, collected and 
submitted statistical data Separately to central headquarters, 
were assigned and controlled vehicles separately, and mutual 
support and consultation were the exception rather than the 


rule, 
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More often than not, each cadre was accountable to different 
heads of section at central levels for each of the different 


functions it performed. 


The linkages between these various cadres and units within 


central directorate defy intelligible graphic representation. 


Most of these problems were still present at the inception of 


the GTZ/Gambia Government Health Project. 


Thus, we are not discussing especially selected, exceptionally 
motivated and dedicated personnel but, rather, ordinary govern- 
ment officers working under extremely trying conditions within 
an ordinary national programme. Under these circumstances the 
problems of motivation, attitude and habits are, therefore, 


compounded. 


I here reiterate that this GTZ-supported "programme" is not a 
discrete project as such but rather an invaluable collaborative 


effort within the national health system. 


The Health Team 


Even at the initial stage of planning it became clear that ef- 
fective support could not be given to the primary level with- 


out a major restructuring of the health system itself. 


One of the keys to this restructuring was the "decentralization 


of health management", 


The country was initially to be divided into five health admin- 
istrative divisions, but the high initial costs in terms of 
trained personnel and infrastructure necessitated a reduction 


to three health regions, namely: Western, Central and Eastern. 


63 


Figure 4 
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Each Health Region is administered by a Regional Health Team 
(RHT) comprising: 

? Regional Medical Officer (RMO) 

2. Regional Public Health Nurse (RPHN) 


3. Regional Health Superintendent (RHS) 
(Senior Sanitarian) 


4. Administrative and support personnel, 
@.g., a regional storekeeper and a clerk/typist. 
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The first region to become operational was the Central Region 
- the GTZ Project area with the GTZ Project Manager as Regional 
Medical Officer assisted by a national counterpart in training. 


This was the first stage of the move towards multiprofessional 


or interdisciplinary collaboration. 


Job Description 


It soon became obvious that to facilitate action and to reduce 
possible conflict, a clear job description had to be developed 
for each of these new positions. This exercise went on to sys- 
tematically design descriptions for new posts as well as to re- 
design existing ones, providing for the necessary linkages that 
the plan envisaged. This process has remained dynamic and is 
still continuing as and when experience dictates the need for 


change. 


The actual sequence was from bottom upwards, starting with the 
Community Health Workers (CHW) - the Village Health Workers 
(VHW) and the Traditional Birth Attendants (TBA), to the key 
village community - Health Nurse Supervisor (HNS) - also a new 
creation - and then to key positions within the Health Centre 
Team (though one could hardly call it such at the time). 


Job description can lead to a great deal of unforeseen problems 
and difficulties, particularly if interactions between cadres 
are not correctly anticipated or existing training curricula 
have not adequately prepared staff for their specified roles, 
and, perhaps rather obviously, if there are more than one job 


descriptions circulating for the same cadre at any one time. 


We have found it necessary to put in a great deal of effort and 
patience in such an exercise, while retaining a degree of “con- 


trolled flexibility" to review, consult and revise. 
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We have also found it an advantage to clearly bias the wording 
of a job description towards the primary function for which 
that post exists, e.g., the managerial as opposed to the clini- 
cal responsibilities of a Regional Medical Officer. In the case 
of the Key Village Community Health Nurse, we have had to in- 
directly suppress (ad interim) some of the functions specified 
in her job description simply by not supplying her with medica- 
ments, her priority function at this stage being to assist com- 


munities organize and manage their programmes, 


It has also been found useful to state, wherever appropriate, 
who one is immediately responsible to and who one is immediate- 


ly responsible for. 


The Health Team Concept 


In contrast to the compartmentalized sub-units described ear- 
lier, the health centres are now more and more Operating as 
functional units. The typical MCH team now comprises of the 
health inspector, dresser/dispenser, in addition to the nurse- 
midwife, community health nurse, auxiliary nurses and the or- 


derly. 


Methods we have developed to foster the team spirit include: 
(a) Revision of curricula for basic training; 


(b) Staff retraining through a national in-service training 


programme ; 


(c) Unification and redesignation of cadres, :e.g., we no 


longer have dressers/dispensers; 


(d) Regular health team meetings, which bring together all 
cadres within a health unit; 


(e) 


“CE) 


(g) 


(h) 
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Mixed-cadre in-service training within a health facility 
and between health facilities; 


Circuit meetings for community health workers (VHWs, TBAs) 


and their supervisors; 


Circuit meeting for groups of community health nurses 
supervisors and their health centre and regional health 


team members; 


Direct involvement of supervisors in the training of the 


cadre they have to supervise. 


A recent initiative of the GTZ Project team was the organiza- 


tion of a training programme for leprosy inspectors in micros- 


copy and basic laboratory techniques, drawing on resource per- 


sons from our main hospital laboratory. This exercise has not 


only improved the potential for more effective leprosy control, 


but has now opened up the extension of the functions of the 


Leprosy Inspectorate (our only remaining vertical programme) 


for integration into the health centre team, not to combine 


leprosy and TB control, in addition to assisting in other basic 


laboratory investigations - facilities now only scarcely avail- 


able, 


Central Coordination 


To facilitate interdisciplinary cooperation, central coordinat- 


ing mechanisms have been developed, e.g. 


- Primary Health Care Working Party, at which regional health 


team members and PHC training teams meet other senior members 


of staff of the directorate to formulate policies, resolve 


major problems, and update members on progress with programme 


implementation. 


Figure 5 
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~ Regional Medical Officers' Meeting - a monthly consultative 


meeting between Regional Medical Officers, the Director of 
Medical Services, his assistant, and the Medical Officer of 
Health, with venue rotating between central headquarters and 


the regional headquarters. 


- This has recently been extended to bring together Regional 
Medical Officers from the Senegal and The Gambia in the true 
Spirit of TCDC. 


- Ad-Hoc Interdisciplinary Working Groups - a group of varying 


composition to undertake detailed work-up of specific problem 


topics. 


- Central units are more and more developing into advisory and 


technical support resources for the regional teams. 


- Staff within the regions now relate to the directorate only 
through their regional offices, 


- Staff deployment within regions is now primarily a regional 
affair. 


- All health information data now go through the regional of- 
fices, where analysis, feedback and necessary intervention 
is initiated. After review, specific data is forwarded to the 
Epidemiology and Statistics Unit at Central Headquarters. 


Multidisciplinary Cooperation - Non-Governmental Organizations 
(NGOs) 

Medical research 

We are fortunate to enjoy a very close collaborative relation- 


ship with the Medical Research Council Laboratories in The 
Gambia. 
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Specialists in areas such as malaria, diarrhoea, nutrition, 
immunology, statistics are readily available to our various 


committees and programmes. 


The most noteworthy activity currently being undertaken is the 
monitoring of the Primary Health Care Programme generally, and 
in the health services research area, Of the use of community 

health workers in disease control programmes. This trial is lo- 
cated in the GTZ Project area and involves the intimate collab- 
oration of medical research scientists, health managers, inter- 


mediate- and primary-level health workers alike. 


Medical missions and other NGOs, such as Gambia Family Planning 
Association, Catholic Relief Services, etc., closely partici- 
pate in service delivery, training, and "assistance" with sup- 
plies. In some centres, staff from the department operate 
jointly with teams from NGOs. 


Obstacles 


Notwithstanding the actions and innovations just mentioned, 
there still remain major and rather obstinate problems in the 
area of interdisciplinary, not to speak of intersectoral, col- 


laboration, 


This is perhaps not surprising, considering the complexity and 
magnitude of the changes we are trying to bring about in so 


short a period. 


Inter-level personnel Supervision and Support structure 


Figure 5 above indicated the support and Supervisory linkages 
outlined in the Plan of Action. 
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What now appears very logical on paper has not been so easy to 
achieve in practice, as there still exists a serious weakness 
at the level of some health centres and hospitals vis-a-vis 
the community health workers (VHW and TBA). 


A supportive referral system is designed into the programme, 
with special pictorial referral forms to be issued by the pre- 
dominantly illiterate village health workers and traditional 


birth attendants. These forms were intended to 
(a) offer priority access to referral facilities: 


(b) Provide a tool for the continuing education of CHN 


supervisors, VHWs and TBAs. 


Neither of these objectives is being met at any consistent lev- 
el, particularly in parts of earlier phases of implementation, 
and continues to be a cause of low morale for the primary-level 


workers. 
Obstacles to teamwork 


The following factors have been contributory to this unfortu- 


nate situation: 


Be Inadequate sensitization/involvement at second and third 
levels. 
ibe Threat to role or status - "professionalism", C.g., at 


training level, at field level, 
a Old habits dying hard! 
4, Poor interpersonal relationship. 
= F Poor discipline among team members. 
6. Inappropriate design of clinic activities, 
hs Poor design of physical facilities, 


8. Inadequate supplies (equipment, transport, medical sup- 
plies, etc.). 
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as Staff attitude to community, 


10. Community's expectations of team. "I was not seen by a 
or.” 


The first factor, predominantly evident in the earlier phases 

of implementation, was to a large extent due to major planning 
errors on our part in that efforts were concentrated on sensi- 
tizing communities and new cadres at the expense of the estab- 


lished levels of the service, 


Involvement of health centre and hospital staff throughout the 
processes of community sensitization, training, installation 
and follow-up activities, in addition to Simple “hard slug- 
ging", seem to be paying dividends, if only slowly. 


Grey areas at the centre 


- Because of some persisting lack of Clarity in Overlapping 
areas of responsibility at the centre, action often gets de- 
layed. by default or contradictory statements/actions emanate 
from different units on the same subject, 


- Misdirected mail. 
- Simple work overload. 


~ Weaknesses in the Supply chain much too frequently disrupt 
activities in the field - common errors arising out of un- 
Clear areas of responsibility, unavailability of fuel, ve- 
hicles or actual supplies, 


Delegation of authority 


The operations of the health services are governed by national 


general orders/regulations and financial regulations, 


ae 


These assign clear areas of responsibility to specific offi- 
cers, e.g., financial control and accounting rest with the Per- 
manent Secretary, transport and central medical stores also 


fall under the ambit of the Permanent Secretary. 


The level of delegation of authority from the Director to the 
regions is therefore severely limited as he can hardly delegate 


powers/responsibilities that are not his in the first place. 


Matters of appointment and discipline are also rigidly invest- 
ed in the Public Service Commission, with limited powers dele- 
gated to the Director. This situation at times results in in- 

effectiveness and misunderstandings, because of the delays in- 


herent in the system. 


Perhaps most important, the Regional Medical Officer has no di- 
rect control over the funds and other sources allocated to his 


region - a fate shared with the Director himself. 


Conclusion 


I have deliberately concentrated on “organizational structure", 
as it is my belief that even with the best of goodwill, deter- 
mination and financial resources, progress will be slow in an 
overburdened and unclear management structure. Perhaps at this 
stage of development of our programme, the most effective addi- 
tional input that GTZ can inject into our programme would be to 
provide the services of a management consultant to assist us 


streamline our higher levels of management. 


Projects such as we are examining this week, in my view, act 
most effectively by lubricating the national machinery at crit- 
ical moments, e.g. the placement of an experienced officer, as 


in our case, to keep the wheel turning while national counter- 
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parts are trained; stepping in to provide emergency supplies 
that would otherwise disrupt an entire programme - supplies 
such as fuel, vaccines and medical supplies, or even simply 


buying new plugs to revive a grounded vehicle. 


The reluctance of donor agencies to assist in areas considered 
as “recurrent expenditure" must be a severe limiting factor to 


the potential effectiveness of many a development programme. 


We in The Gambia have been fortunate to enjoy an understanding 
relationship with this project under review, a relationship 
which I sincerely hope has proved as satisfactory to the Feder- 


al Republic of Germany. 


The road ahead is still fraught with obstacles, but with con- 
tinuing support and understanding, the future does look bright- 


er. 
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REPORT ON THE DEVELOPMENT OF A HEALTH SERVICE ON THE ISLAND OF 
SANTO ANTAO IN THE REPUBLIC OF CAPE VERDE, WITH SPECIAL 
REFERENCE TO INTERSECTORAL COOPERATION 


Ernesto Rocha and Pitt Reitmaier 


Ladies and Gentlemen, 


May we express our thanks to the German Foundation for Interna- 
tional Development for inviting us to this Symposium. We are 
pleased in particular that our work commands such interest de- 
spite it not being part of a major bilateral development proj- 


ect. 


Dr. Rocha and I are district medical officers on Santo Antao, 
the largest island of Cape Verde. Each of us is responsible for 
the health service of one district, and this means that our 
work involves more than just primary health care. As doctors 
employed by the Cape Verdean Ministry of Health we are trying 
to put the idea of primary health care into practice on Santo 
Antao. No special project has been established for this purpose, 
and the only support the health service on the island receives 
is the provision of two doctors posts by the organization 


"Service Overseas". 


We want to contribute to the discussion on interectoral cooper- 
ation by presenting the experience we have gained in practical 
work on Santo Antao. Therefore, we will begin by providing a 
brief description of the island and its health service as a 


backdrop to our work. 


The Republic of Cape Verde is one of the poorest African coun- 
tries. It comprises nine islands situated in the Atlantic Ocean 


about 500 km off the coasts of Senegal. It has a mixed African 
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and European population of approximately 300,000. In 1975, the 
archipelago liberated itself from the colonial rule of Portugal 
to become a republic founded on the principles of revolutionary 


democracy under the leadership of President Aristides Pereira. 


The island of Santo Antao covers an area of 800 sq km, approxi- 
mately the same as Greater Berlin. This is, however, the only 
similarity as a range of mountains divides the island into val- 
leys and ravines and makes it difficult to reach all of the 
scattered population of 45,000. Half the population lives more 


than an hour's walk from the nearest road. 


The Cape Verdeans are predominantly farmers. Since 1968, their 

pastures and unirrigated fields have been transformed into des- 
ert by the Sahel drought. Although catastrophies of this nature 
are nothing new, Cape Verde has never experienced a drought of 

this length and magnitude. 


Cape Verde imports around 95 percent of its food since the do- 
mestic production of 800-2,000 tons of wheat a year compares 
with an annual consumption of 58,000 tons. Because Cape Verde 
also produces virtually no goods for export, the economy is 
based to a large extent on international aid and the money sent 
home by Cape Verdeans working abroad. The food sent as part of 
aid is sold via the retail trade at controlled prices. The gov- 
ernment uses the income from the sale of food to finance labour- 
intensive construction projects in rural areas which contribute 
above all to improving the infrastructure. In Santo Antao, more 
than half the population works in state-run projects. The high- 
est priority and most difficult task of all planning is to 


guarantee food security. 


We will restrict ourselves to a basic outline in describing the 


health policy of the country. 
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In 1976, a national health Strategy was developed in coopera- 
tion with the World Health Organization. The fundamental ideas 
behind this Strategy correspond to the Declaration of Alma Ata, 
and although a number of Changes have been made in the meantime, 
health policy has never deviated from the goal of providing a 


system of primary health care extending to all peripheral areas. 


This entailed fundamental changes for Santo Antao which on the 
day of independence Possessed two pitiful rural hospitals and 
five health posts with nurse. In addition to two further health 
posts, eight PHC units with a community health worker have been 
established, four of which have already begun work. The number 
of doctors rose from one to three and that of nurses from 8 to 
18. 


With the help of "Radda Barnen", a Swedish non-governmental or- 
ganization, two mobile MCH units for mother and child care and 
family planning have been established on the island. They are 
Staffed by four nurses and seven auxiliaries and at present con- 
stitute the best equipped and best Organized part of the island's 
health service. Through its field activities, the mother and 
child project has by now reached 95 percent of the population. 


In contrast, the improvements made to the equipment in the two 
hospitals have been negligible: the island stil] has no X-ray 
machine and no facilities for performing a cesarean section, 


for instance. Preventive dental treatment is unknown. 


We are supported by vertical national Programmes in our efforts 
to monitor leprosy victims and combat malaria. There is an ur- 
gent need for a tuberculosis Programme, and preparations for 


this are under way. 


Food security measures and a health policy oriented to peripher- 


al areas have ensured prevention of famines which have ravaged 
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the country in past decades. During each of the famines of 1947, 
1956 and 1964, 20 percent of the population starved to death 
including most of the infants and small children. In years of 
normal agricultural yield, infant mortality was as high as 100- 
180 percent. Despite the drought, this figure has now been re- 


duced to less than 50 percent. 


In certain fields, the epidemiological differences between ur- 
ban and rural areas have disappeared, and in this respect it 
even appears that a reversal is taking place in favour of the 


rural areas. 


We would now like to concentrate on our experience of intersec- 
toral cooperation on Santo Antao. If one were to be fair, one 
would also have to examine the value of cooperation with the 
health sector for the other sectors involved and the experience 
they have made in their work with us. However, this would go 
beyond the immediate purpose of this report. For us it is impor- 
tant to stress that our partners in other sectors can only col- 
laborate efficiently with us if the health sector pursues a uni- 
form and firmly established strategy. We must avoid a situation 
where each department and each employee sees only his or her 

own priorities and proposals as the basis of cooperation. There 
is no point in wasting time on thoughts about intersectoral co- 
operation if there is no guarantee of successful cooperation 
within the health sector itself. 


We shall turn first of all to the largest sector, that of agri- 
culture. Although this sector is of decisive importance for the 
health of the population, our influence here is minimal. On 
Santo Antao, agriculture still finds itself in the shackles of 
an outmoded and unproductive land tenure system. For instance, 
fruit and vegetable growing is very limited because the produc- 
tion of spirit from sugarcane is far more lucrative for the 


landowners. 
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At present, an agrarian reform is being introduced, and it can 
already be seen that the small farmers are using their plots of 
land more for the production of vegetables. However, the fruit 
and vegetable prices are still so high that even the producers 


consume little. 


As district medical officers, our contribution is limited to 
the publication of an annual "food map" of the district which 
shows the nutrition level of the infant population on a zone- 
for-zone basis. This provides agricultural planners with an aid 
to evaluating and, if necessary, correcting their influence on 


the food situation of the population. 


Let us now take a look at water, one of the most important 
health factors. In some areas, the supply of water is limited 

to 3-4 litres per person per day although in general Santo Antao 
has more water than other Cape Verdean islands. The island of 
Sao Vicente, for example, must cover the entire consumption of 
its 40,000 inhabitants by seawater desalination. In situations 
like these, we consider amateurish interventions by the health 
sector to be out of the question. What is needed here is pro- 


fessional water engineering and hydrological expertise. 


The Ministry for Rural Development has already tapped many 
springs and has constructed water dispensing stations. It can 
already be seen that the problem of water hygiene will become 
increasingly a problem of transportation as today there is evi- 
dence of a threefold incidence of diarrhea among users of wood- 
bottomed buckets compared with users of all-metal buckets. The 
best solution would be to transport the water in sealed con- 
tainers with disinfection using chlorine by the consumer. How- 
ever, since the adults on the one hand reject the smell of 
chlorine, but on the other are aware of the risks of poor-qual- 
ity water for their children, we recommend parents to disinfect 
only their children's water, a recommendation which meets with 


more approval. 
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It is clear from this depiction of Cape Verde's difficult eco- 
nomic situation that our most important partners are the labour 
fronts (frentes do trabalho) of the Ministry for Rural Develop- 
ment and the Ministry of Public Works. Only with their help is 
it possible to extend primary health care despite the difficult 
geographical conditions. I can illustrate this using the follow- 


ing example. 


The PHC units in the district in which I work are not accessi- 
ble by road. The distance from the nearest road varies from a 
minimum of one hour to a maximum of eight hours. This means 
that our equipment must be transported by bearers or on the 
backs of donkeys. We could not organize this on our own, and so 
female labour-front workers accompany the mobile units on their 
treks through the mountains. We sleep overnight in huts provid- 
ed by the Ministry for Rural Development, and even in remote 
areas it is rare that we have to perform any kind of repair 


work ourselves. 


The foremen announce the external consulting hours of the moth- 
er and child project on the building site and give the women 
time off to attend. This has been a factor in achieving a higher 
level of participation in remote regions than in the towns. On 
average, the children of Santo Antao make 4.3 visits a year to 
the mother and child project, a figure unmatched by any other 
island. The fact that in the last two years inoculable chil- 
dren's diseases have not claimed a single victim is attributable 


above all to the willing support rendered by the labour fronts. 


Social criteria play the major role in project identification 
and work planning by the two ministries responsible for the la- 
bour fronts. Here, preparatory work is performed among others 

at the assemblies of the senior government officials of each 
district. The district medical officer can exert great influence 
if he can present concrete data on, for example, the food situ- 


ation. 
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Let us now move to the school system and mass media. In recent 
years, the school system has expanded Significantly and is now 


so large that we are forced to set priorities. 


Health education and personal and general hygiene are part of 
the curricula in Cape Verdean schools. Unfortunately, the 
teachers lack the training to provide adequate tuition in these 
subjects. For this reason, Dr. Rocha uses the periodical staff 
meetings to provide continuing training. We consider this to be 


our first priority in cooperation with the school system. 


The present level of development of the health service on Santo 
Antao does not permit provision of more intensive health care 


for pupils. This is particularly so with respect to dental care. 


In 1982 we initiated a pilot project with the aim of extending 
at least the preventive services of the mother and child proj- 
ect to the schools, but the results to date give us reasons for 
doubting the expediency of such a measure: we found that chron- 
ically ill children do not go to school, and we were confronted 
by the question whether it would not be more constructive to 
locate the children who are of school age but who stay away from 
school. This group includes a high percentage of chronically ill, 
disabled, underfed and socially underprivileged children. 


We also found that an immunization programme was of secondary 
importance as 85 percent of all pupils are fully immunized be- 
fore reaching school age. It was particularly interesting to 
see that the teachers can name all their Chronically ill pupils: 
mass examination by health nurses were far less reliable than 
interviewing the teachers. Leprosy, however, must be excluded 
from these findings, and for this reason we are continuing the 


process of active incidence control in the schools. 
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The World Food Programme has established cantines in virtually 
all the schools on Santa Antao. These provide the pupils with 
one hot meal a day. Here we were able to initiate a valuable 
form of cooperation by ensuring that lay midwives were given 
preference when employing cooks. We organized detailed courses 
of instruction for lay midwives on the treatment of nutritional 
diseases in infants. This meant that we were able to send under- 
nourished children to the school cantines in the knowledge that 
they would be in competent hands. In this way we have provided 
a local solution to the nutritional problems of the children, 
and have achieved very positive results. The main cause of mal- 
nutrition in infancy are existing breast-feeding tabus. Here we 
hope that the lay midwives and school cooks will be able to ex- 


ert a positive influence. 


The teachers are also a great help in conducting field studies. 
In the main, however, we attempt to support the schools in per- 


forming their educational tasks. 


The school system has close ties with the mass media. Before we 
go on to list the many ways in which the mass media contribute 
to primary health care, it must be stressed that they deserve 
special credit for failing to do something, namely to publish 
adverts for baby food and pharmaceutical products. This ex- 
plains why 98 percent of mothers begin breast-feeding and 89 


percent continue breast-feeding for up to a year and more. 


The most important mass medium is radio, and the local station 
regularly transmits programmes on the subject of health. The 
announcements of our outreach activities are of special impor- 


tance for our work. 


It is remarkable that the party newspapers published by the 
women's and youth organizations frequently contain articles on 


health problems without external prompting. 
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Despite this, school and mass media cannot replace the most im- 
portant instruments of education at the disposal of the health 


Service: consulting hours and home visits to risk families. 


If one makes the effort to analyze the social environment and 
background of infant deaths, one soon realizes that the inci- 
dence of malnutrition and infant mortality among the poor popu- 
lation is by no means coincidental, but instead is noticeably 
concentrated in single families. In contrast to Central Europe 
where it is a relatively easy task to identify such underprivi- 
leged fringe groups on the basis of their housing conditions, 
such an approach is impossible on Santa Antao where three quar- 
ters of the population live at subsistence level. Despite this, 
we do get to know such families through our work in the hospi- 
tals, as they are more frequently ill, and through the mother 
and child project as they are more conspicuous than others. 
Families of this kind listen only to music programmes, if they 
possess a radio at all, read no newspapers, and attend neither 
schools nor assemblies. For them, the home visits are more im- 
portant than the consulting hours because a properly conducted 
home visit bears more resemblance to a talk among friends and 
reduces the social gap. Trust is the basis upon which new 
knowledge can lead to changes in behaviour. I was astonished 
how little my Cape Verdean colleagues knew about the fringe 
groups of their own society and how quickly they found theoret- 
ical and emotional access to these groups by performing home 
visits. 


The expectations of the population by no means coincide with 
the concept of primary health care. What people want is a doc- 
tor oriented to curative medicine for each community who will 
spend 24 hours a day treating headaches and minor injuries. We 
try to use this contrast between expectations and the con- 
straints of reality positively by openly admitting the weakness 
of the health service and by taking care not to create equally 


unfulfillable expectations. 
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In earlier years, a large number of voluntary health workers 
were trained on Santo Antao, but regular and efficient coopera- 
tion was never achieved. Today, too, our human and non-cash re- 
sources are not sufficient to make provision for a large number 
of volunteers. This has meant that the majority never commenced 
work upon completion of training, or lost their motivation due 
to the discrepancy between expectations and reality. The most 
capable health workers migrated to the towns for personal rea- 
sons. The Ministry of Health drew the necessary conclusion and 
employed a small number of full-time health workers. This is of 
benefit for us as we only need to supervise a few health work- 
ers employed on a permanent basis. Since each worker profits 
from intensive continuing training and has the opportunity to 
gain practical experience by serving a large area, it is much 


easier to guarantee the quality of their work. 


The health workers are perfectionists in the long-term treat- 
ment of patients. This is illustrated by the fact that the num- 
ber of lepers receiving regular treatment has risen from 48 
percent to 92 percent. Our records also allow ‘us to monitor both 
patient and health worker, and they show eatery the treatment 
of undernourished children, too, the health workers are supe- 
rior to the professional nurses. However, we are under no illu- 
sions as to their ability to contribute to the spread of prima- 


ry prevention. 


I now wish to provide a description of the role of the doctor 
and the rural hospital within the framework of our concept, and 
I will pay special attention to the repercussions for the com- 
munity. The doctor is expected to be the key figure in planning 
local health care even if his training has not qualified him to 
play this role and despite being hampered by his social posi- 
tion and obligations. We are aware of this and try to compen- 
sate for it by cooperating as closely as possible with the rural 
population. 


85 


The MCH units make regular visits to about 30 villages, half of 
which are only accessible by foot. We are bound by our own list 
of priorities to use our best staff in the more remote areas: 
in the central places it is relatively easy to repeat an exami- 
nation or to correct an error, but in the periphery incorrect 
pregnancy control can cost two lives. For this reason, we doc- 
tors accompany the MCH units on their visits to all the areas 
not connected by roads. If other field activities are included, 
it can be said that we district medical officers spend at least 
half of our time away from the hospital and leave the work 


there to the nursing staff. 


Participating in life in the interior of the island forces us 
to solve or at least analyze problems using locally available 
resources. We test suggestions for improvements under real con- 
ditions. Whether it be that we test ways of preparing baby milk 
using traditional utensils, or whether it be that we are called 
out to a complicated birth and only have the equipment of a 
traditional birth attendant at Our disposal, we continually ac- 
quire practical experience and thus insights into technical and 


cultural barriers. 


If the community sees that even the doctors resort to simple 
methods under the given conditions, this without doubt strength- 
ens the position of the health workers and lay midwives. In 
these areas, leading by practical and successful example is the 


only convincing argument. 


Whenever we make a visit to a given area we meet teachers, 
foremen and other central figures of local society and try 
through our discussions with them to contribute to promoting co- 


operation between them. 


Knowledge of conditions in peripheral areas is also of decisive 


importance for our work in the hospitals. In the case of 
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frequent illnesses such as diarrhea and malnutrition we try 
wherever possible to use the same methods as those we recommend 
for home treatment. We consciously dispense with drugs and food- 
stuffs which are not available in the interior of the island. 
This is not only a matter of credibility: it also serves an ed- 
ucational purpose. In one of the two hospitals, we leave the 
preparation of rice water for oral rehydration and the cooking 
of children's food entirely to the mothers. For the hospital 
this is far more labour-intensive than the use of infusions and 
pap from the tin: the mothers have to be instructed and super- 
vised and need a bit of time to learn how to handle the large 
Spoon properly. The MCH project has employed a so-called 
"grandmother" to perform these functions who herself comes from 
the lower social strata. In addition to instructing the mothers, 
she also makes home visits to risk families. At present we are 
trying to integrate both lay midwives and cooks into a similar 
function as the "grandmother" is a decisive link in the chain 


between hospital, MCH project and risk families. 


The application of primary health care methods in the hospitals 
has certainly contributed to the fact that the diarrhea mortal- 
ity rate has sunk to a sixth of its 1975 level. Unfortunately, 
we are not in a position to achieve family participation of 
this kind in other areas of hospital work due to a lack of 
buildings. At present we can only dream of a hospital which 
guarantees the urgently needed improvements in secondary health 
care without at the same time hampering or devaluating the de- 


velopment of primary health care. 


Despite the Sahel drought, the situation on Santo Antao has 
most certainly seen an improvement in recent years. The first 
explanation for this would be the policy of food security. The 
high-quality, intensive MCH work has also made a decisive con- 
tribution and has enabled us to attach priority to the periph- 
ery. The experiences we have made with professionalized health 


workers have been entirely positive. 
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Although it is not easy to apply our experience to other coun- 
tries, we hope to have shown that intersectoral cooperation is 


.the fundamental prerequisite for developing primary health 
care. 


WiBBoee- 
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DISCUSSION 


It is generally acknowledged that the recruitment of highly 
. qualified medical staff for tasks in primary health care 

at village level involves considerable problems. Mr. Kleinau 
raised the question as to the possibility of including 

local medical staff in primary health care activities in 

the Cape Verdean Islands. 


Are health statistics and Supervision in the Cape Verdean 


Islands really as effective as reported (Niemann-Jordan) ? 


During the first years following independence, the primary 
health worker movement as well as community participation ex- 
perienced a noticeable upswing. The subsequent reorganiza- 
tion of the country's health policy concept went hand in hand 
with the increasing professionalization of PHC-workers at 
Village level and a decrease in the commitment of the com-- 
munities. In how far was development hampered by the fact 

that those responsible for primary health care were interested 
in its administrative aspects rather than in community parti- 
cipation? The MCH~programme seemed to have assumed the typic- 
al features of a vertical, externally controlled health programme. 
Does this development not reveal the limits of the programme 


and especially so, should the foreign donor withdraw from it? 


Mr. Reitmaier pointed out that the positive picture of the 
health status is not meant to obscure the fact that the Cape 
Verdean Islands suffer from an overall lack of funds and quali- 
fied staff. As a result, the number of visits undertaken by 
medical officers to supervise primary health workers are re- 
Stricted to one per month. Contrary to the situation in Black 
Africa and owing to specific cultural conditions prevailing 

in the islands, the distance between Physician and communities 
is shorter. Current problems are often solved in frank discus- 
sions held between the physician and the population. The basic 


principle underlying medical Supervision is kind observation 


rather than fixed prescriptions. The overall state of health 
is satisfactory. Detailed and complete treatment records 
are compiled in a central register; for the most part, the 


entries of death and birth records are correct. 


Now as before the participation of the population is sought 
after and encouraged with the result that the villagers ac- 
tually take part in the programmes. Whereas the health campaigi 
carried through shortly after independence had been rather 
ineffective, ‘the programmes being implemented in these days 

at both vertical and horizontal level prove to be highly ef- 
fective. As to the criticism voiced with regard to vertical 
programmes it was stated that well-functioning vertical pro- 
grammes, capable of being horizontalized whenever required, 

are preferable to dysfunctional horizontal programmes. The 
dependence of MCH-programmes on external funds is eliminated 
progressively, with the major part of the health staff being 
transferred to governmental posts. A certain shrinkage during 
the transition phase is inevitable, all the more so as—fol- 
lowing the implementation of a number of MCH-campaigns—a con- 


version of the programme into a PHC-programme is anticipated. 


The guestion whether the projects presented on the occasion 
of this Sympositim provide an opportunity for health team 
members to jointly undergo training or advanced training, 
respectively, must be answered in the negative as far as the 
Cape Verdean Islands are concerned. Due to a lack of funds, 
no formal training facilities whatsoever exist in the islands. 
During his visits to the various village communities, the 
medical officer provides on-the-job training for the local 
health teams. There are as yet no health committees in the 
villages: whereas individual health problems are discussed 
informally with the health teams on the occasion of their 
visits, general health problems are dealt with in the frame- 


work of party sessions or village meetings. 
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Primary Health care in The Gambia: The Gambia does not pro- 
Vide facilities for the training of regional health teams and 
.MCH-teams: the staff members are prepared for their future 
assignments by way of in-service training, following a job- 
Oriented, individualized training as specified in the per- 


tinent job description. 


The structural setup of Gambian health teams in terms of 


composition and size was considered to be outstanding. 


Selection of and job description for Gambianhealth workers 

at village level: The village health worker, who is appointed 
by the village council on the basis of personality criteria 
(trustworthiness, marital Status, etc.) undergoes a ten-week 
training. The curative orientation (20%) and the preventive 
Orientation (80%) of this training complies with a job des- 
Cription. The health worker is financially supported by the 


community but continues ‘to carry on his work as a farmer. 


Deviations in a comparison between targetsand reality call 
for a flexible adaptation of plans: in general, planners are 
free to coordinate the official rules and regulations with 
prevailing (and adjustable) conditions, without consulting 


their superiors. 


t 


The rate of people's participation in the primary health pro- 
grammes executed in The Gambia fluctuates considerably. Much 


remains to be done in this respect. 


The government provides for an adequate supply of medication. 
Following the purchase of medical supplies—financed by 

donor organizations—so-called buffer stocks are deposited 

in the regional dispensaries. The Village health workers 

are permitted to draw on such: stocks for the purpose of selling 
the drugs required by the villagers at cost price. The stocks 
are supplemented out of these revenues (so-called rotating 


funds). Supply problems are the exception. 


Generally speaking, it can be said that the services provided 
Within the framework of MCH~programmes are considered to be 


Satisfactory. 
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SUMMARY OF WORKING GROUP FINDINGS (1-4) 


Rapporteur: R. Bastian 


General agreement was reached in the working groups as to 
the need for the exchange of information, decision-making, 
and teamwork at intersectoral level. Working group findings 
were based on the statements contained in the relevant 


reports submitted by the delegates. 


The list of obstacles considered to be impeding the teamwork 
approach and intersectoral cooperation was extended by other 
examples. It was found that in many cases the first step to- 
wards eliminating such obstacles had been taken even before 
they were definitely defined. However, since many conflicts 
and problem complexes seem to resist their solution, it was 
found that they have to be overcome by way of a “creative ap- 


proach." 


The limits of competence which are to be observed by the re- 
presentatives of the individual sectors should by no means be 
obscured, but rather be fixed accurately in the interest of 
making joint décisions and putting them into practice in a 
coordinated way. Egoistic attitudes and narrow-minded approaches 
are to be overcome. The decisions arrived at in the various 
sectors must be compatible in the sense of paving the Way to- 


wacds common goals. Overlapping initiatives should be avoided. 


The above more or less generalizing comments are appropriate 
as long as they are confined to the conference room: but what 


is to be done beyond its walls? 


Firstly, each sector should be prepared to listen to and seek 
to understand the problems of the other sector, of the Other 
domain, and of the foreign organization involved; to a certain 


extent, each sector must be willing to make its partner's problem 
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his own. As was illustrated by the examples of the Cape Verdean 
Islands, Nicaragua, and Brazil, a health risk may all of a 
sudden develop into a state of acute danger, in which the 
general recognition of the threat may provoke an outburst 

of aggressiveness, tearing along in its wake other. Sectors, including 
the health sector. Thus a nationwide vaccination campaign— 

a typically vertical programme from the professional medical 
viewpoint——may for example be launched by any other sector. 

The fact that the plumbers' share in reducing the mortality 
rate during the past 100 years has been greater: than that 

of anyone else, should be a reason for us to be a little less 
presumptuous. In one way or the other, all sides—urban and 
rural populations, the staff employed in other domains, and 

the foreign partners—-are faced with extremely urgent problems 


of their own. 


It would be very unwise to oppose the intentions of the part- 
ner—who may be a-colleague from the agricultural sector or 

a village community. Provided that once in a while objections 
must be raised, they should be backed by sound reasons. 

Local experience, existing structures, and the often concealed 
desire of the people to find a way of articulating themselves, 
are to be taken into account. This likewise applies to the 
“visions” cherished by the partner. Mention was made of "sector- 
specific knowledge and experiences” and of “realism from below." 
It has often been proved that only by. virtue of expert advice 
and support rendered by another sector can people's intentions and 


will be efficiently realized. 


A well-functioning PHC-programme implemented in the neighbouring 
region may be quite helpful in this connection. For instance, 

a village committee asks "How can we make sure that such a 
programme will function in our community as well as it does else- 
where?” In this case, regular meetings held between the staff 
members of one or several sectors may be useful. Mention was 


made in one of the working groups of a series of seminars, 
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Which were attended by the entire village. These seminars ex- 
tended wer several days, until a final decision was reached whic! 
found the unanimous approval of the community. Both the phy- 
Sician and the nurse had been fully involved in the procedure. 
Thereis no better approach than that of joining together 

in a decision-making process and having the final decision 
Supported by expert advice. What is needed in this connection 
is to listen to each other, trust each other and pave the 

Way for each other! Relevant problems arising in a health 
Programme undertaken in Kenya are solved in that the health 
committee members, united in common faith, seek to solve their 
problems in prayer. Physicians and nurses in the Philippines 
have been moving to slum areas, feeling that in this way 

they can render genuine and Valuable help! Such examples re- 
veal the willingness to Subordinate our own sector and 

sphere of life to those of Others. It is from the above 
examples that we can derive our experiences anda stronger 


Stimulation of our own motives. 


Regular house visits by the physician, the nurse, or the 
teacher are stimulating experiences for both the visitors and 
the families visited. To invite the "so-called" rival from 

the other sector, make one's problems transparent to him, 

and take the other sector's requirements and rights into 

due account, may be vital steps towards the global realization 


of health programmes. 


The last example and the lesson to be learned from it are 
instructive for all levels: A nurse discovers that "these 
Silly mothers," who refuse to follow her instruction, are by 
no means as silly as they may seem. They have reasons of their 
own to act the way they do. Only after the nurse learned these 
reasons, 1.e. after she herself had undergone a learning pro- 


cess, Was she able to provide Proper and adequate instruction, 
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DISCUSSION 


Referring to the subject of intersectoral cooperation, 

Mr. Kingma found the sectoral subdivision of authorities, 
bodies, and services to be highly disadvantageous. The 
comprehension of the people at village level is holistic 

by nature; the satisfaction of their requirements is governed 
by urgency criteria. Thus the services provided by the in- 
dividual sectors are no longer compatible with the current 
demand structures prevailing in the communities. Even the 
substantial efforts undertaken by government agencies 

and non-government organizations to strengthen their team- 
work approach have failed to overcome this obstacle impeding 
the implementation of health programmes. Dr. Kessler added 
that the greatest challenge to intersectoral cooperation is 
to be seen in the need to optimize the scarce resources. 

A further stumbling block is the lack of open-mindedness 
vis-a-vis the problems to be faced by other sectors. Greater 
consideration should begiven to mutual sectoral problems. 

Mr. Korte warned the delegates not to place exaggerated hopes 
in intersectoral cooperation; owing to the administrative 

and organizational ties linking them to government bodies, 
the various sectors are largely hampered in their scope of 
action. He felt that there is more sense in discussing the 
solution concepts submitted by the individual ministries at 
intersectoral level, without however establishing particularly 
close ties. Only by recognizing and defining the limits of 


intersectoral cooperation can genuine cooperation be achieved. 


Mr. Segall emphasized that intersectoral cooperation does 

not imply that one partner must assume the tasks of the other. 
It is important to provide for a functional division of 

labour between the various sectors and ensure a, coordinated 


approach by the ministries formulating future policies. 


Mr. Seidel referred to the phenomenon of "overloading" in 
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connection with intersectoral cooperation at village level. 
Village workers and target groups are frequently subjected 

to excessive demands, as is illustrated by the example of 
Upper Volta, Where all ministries are represented in the 
villages and eager to find their suggestions accepted 

by the communities: as a result, there is a veritable explo- 
Sion of committees, e.g. an agricultural committee, a water re- 
sourcescommittee, a sewage disposal committee—and a revo- 
lutionary committee! In the last analysis, the villagers 


are demotivated and dominated by a small group of activists. 


Mr. Matomora referred to the important role of the district 
level in intersectoral cooperation. Experiences gained in 
Tanzania have shown that it is possible to coordinate the 

work of the sectoral district organs (district medical of- 
ficers, district agricultural officers etc.) within the frame- 
work of a central district authority (the former district 
development director, now the district councils) according 

to the criteria of intersectoral cooperation, provided that 
there is an actual demand (e.g. at village level) for this 


type of organization. 


Mr. Reitmaier recommended that the implementation of projects 
should preferably be undertaken at district level as it pro- 
vided better possibilities of coordinating temporal and subject- 
matter-specific aspects. Only at district level are cooperation 
agreements able to ensure the optimization of existing re- 
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MANAGEMENT, ORGANIZATION AND COST OF PRIMARY HEALTH CARE 
SERVICES - EXPERIENCE FROM FOUR GERMAN TECHNICAL ASSISTANCE 
PROJECTS 


R. Korte and C. Bunge 


Introduction 


Primary health care has become a widely accepted concept for 


the development of health services. 


Examples for detailed cost analysis of primary health care sys- 
tems are still relatively rare (Zschock, D. K., 1979; Merkle, 
A., 1982; Zakir Hussain, 1983, and others). Even though these 
services may be rather cost-effective, costs are still far from 
negligible. With the scarce resources from government budgets, 
it is absolutely essential to optimize the use of funds for 
this part of the health service. 


When the concept of primary health care was first widely publi- 
cized in Alma Ata, it was stated that no overall recipe could 
be given for the organizational structure of primary health 
care services as conditions in individual countries varied so 
much. This has regrettably led to an unnecessary diversifica- 


tion of organizational and management structures. 


The evaluation of four German technical assistance projects in 
the primary health care field was used to highlight some essen- 
tial problems in the development of the Organization and the 


financial aspects of primary health care. 


The Organization of Primary Health Care Services 


From the analysis of the organizational Structure of the four 
projects it became obvious that the role of the primary health 


worker is least defined in the hierarchical structure of the 
Pr 


Ohh. 
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health service. Graph 1 attempts to summarize some typical 
structures encountered in primary health care systems. It is 
shown that the primary health worker relates on the one hand to 
the conventional basic health service at the health centre or 
dispensary. Only in some instances, e.g. Cameroon, are there 
specialized supervisory nurses at this level who deal directly 
with the primary health worker. In parallel to this structure 
there ‘is on the other hand often a second structure which may 
be specially designed to meet the needs of the primary health 
system. This service may originate at the district level. There 
may also be specialized services, e.g. MCH, leprosy, tubercu- 


losis and others, reaching down from the central level. 


In some cases a special centralized training structure exists 
in addition. Thus there is considerable danger that the primary 
health worker is confused by too many advisors and supervisors. 
Striking is the fact that in no case do official organigrammes 
make allowance for the role of the village health committees in 
supervising the primary health worker although it is usually 
stated that the primary health worker should be selected from 
within the community and be supported by it on a continuous ba- 


sis. 


Graph 2 suggests that a simplified structure may lead to a 
clearer characterization of responsibilities including the vi- 
tal role of the village community. However, this requires the 
effective training of health centre staff to cooperate simulta- 


neously with the village and the primary health worker. 


The principle of involving the communities in the supervision 
as much as possible should be followed wherever feasible. This 
would strengthen the role of the community vis-a-vis the prima- 
ry health worker and probably strengthen their will to make ma- 
terial contributions to support the village health service. 
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The Cost of Primary Health Care 


As project concepts differ in the four countries described, the 
‘target populations also differ from approximately 150,000 in 
The Gambia to just over a million in Burkina Faso. Project ar- 
eas differ even more widely from 2,500 sq km in The Gambia to 
123,000 sq km in the Sudan. Correspondingly the population den- 
sity varies from 7 inhabitants per sq km in the Sudan to 60 in 
The Gambia. The population per primary health unit is roughly 
12,000 in Burkina Faso and lowest fn The Gambia with 1,800 in- 
habitants. 


As far as possible all costs incurred by the primary health 
service including the Supervisory structure often originating 
from the health centre were taken into consideration. This also 
includes costs of drugs transportation and salaries of the 
staff involved. The annual running costs of primary health care 


units are summarized in the following table. 


Annual Running Cost of PHC Units (in DM) 


The Burkina 


Gambia Faso _ Sudan Cameroon 
Average number of 
inhabitants per PHC unit op 370 12,008 4,750 4,850 
Total cost per unit 2,150 11,756 6,040 4,074 
Cost per inhabitant 1.21 +.08 ee 0.84 


The total cost per unit differs widely in the different coun- 

tries; the lowest being in The Gambia with approximately 2,000 
marks and the highest in Burkina Faso with almost 12,000 marks. 
Yet in view of the different population structures and utiliza- 
tion patterns the overall costs per inhabitant are Surprisingly 


Similar and range only from 0.84 to 1.27 marks per inhabitant. 
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In spite of the fact that primary health workers are either 
paid by the community or receive low government salaries, staff 
costs still make up a very high proportion of the overall pri- 
mary health care budget. 


When analyzing the total number of patient contacts at each 
primary health care unit and the total costs of this unit, it 
became possible to calculate the cost per patient contact 
which ranges from 0.86 marks in The Gambia to 4.03 marks in the 
Sudan. Similar values were obtained in Burkina Faso and Camer- 
oon with 1.95 marks and 0.94 marks respectively. The relatively 
high costs in the Sudan are largely due to the extreme diffi- 
culties in maintaining an adequate infrastructure and logistic 


service. 


With the exception of the Sudan it could be demonstrated that 
donor contributions are only around 20 percent of the total 
budget requirement or even below. This is a clear indication 
that with a further improvement of the cost effectiveness of 
primary health care systems, governments are likely to be able 
to cover the costs eventually from their own resources. The 
special situation in the Sudan with a virtually absent infra- 
structure explains the proportionately high donor contributions 


which may have to continue for a considerable time. 
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ORGANIZATIONAL FRAMEWORK FOR PHC 


Susi Kessler 


Few countries or individuals understood, I believe, how revolu- 
tionary was the health care reorganization called for when they 
Signed the Declaration of Alma Ata. This has had both positive 
and negative consequences. Positive, in that widespread commit- 
ment to the concepts, tenets and goals of PHC came before there 
was full realization of the wide-ranging changes needed. Radi- 
cal change that entails shifts of power among people is usually 
resisted. At Alma Ata the world community reached the consensus 
that essential health care (preventive, curative, and promotive) 
should be universally accessible at affordable costs and wide- 
spread agreement that primary health care should serve as the 
vehicle. This was a striking achievement in a world where in- 
ternational agreement (not to speak of consensus) is rare. Now, 
increasingly, the revolutionary nature of PHC and the changes 
needed are being grasped. But the commitment was already made. 
This more gradual evolution of recognition of changes needed 
has thus contributed to rallying the political will so neces- 


sary for implementation. 


Negative consequences, on the other hand, include frustration 
and anxiety which have resulted from the unanticipated revela- 
tion that PHC is not simple but rather exceedingly complex to 
institute. The need to develop PHC stems not from the fact that 
it is easy or "cheap", but that it is more appropriate, most 
cost-effective and more equitable, and can therefore have 
greater impact on countries' health needs. The delayed under- 
standing of what is involved also helps to explain the oft cit- 
ed gulf between the rhetoric and reality of PHC. Countries and 
leaders subscribe fully to the concepts and thus the rhetoric, 
but are unprepared for the demands imposed or the difficulty of 


translating concepts into reality. 
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There is no ideal or even optimal organizational framework for 
PHC implementation. PHC requires community activities, inter- 
sectoral coordination, and focussing resources on simple ser- 
vices for everyone. Existing organizational structures favour 
hospitals, little coordination, and selected sophisticated med- 
ical care rather than community health. Inherent in the concept 
of PHC is the need for local adaptation to needs, constraints, 
and circumstances and for responses that promote self-suffi- 
ciency, community participation, and intersectoral coordination. 
PHC is not only a set of activities and services but also a se- 
ries of processes. It is itself an organizing framework to 
guide structural organization and managerial approaches. Di- 
verse structures and diverse types of management are called for 


under differing circumstances. 


I will review some of the experiences to date which highlight 
organizational problems encountered in a large number of PHC 
programmes, and attempt to distil a number of lessons to keep 

in mind as we refine implementation of PHC. I will touch on 

five areas from which organizational lessons can be drawn: 

(1) the need for a systems approach; (2) recognition of the 
multi-level character of the PHC infrastructure; (3) the impor- 
tance of adaptive managerial approaches; (4) organizing for 
community participation; (5) addressing the preventive-curative 
balance. These are by no means the only "organizational" issues, 


but I believe they are fairly central. 


Lesson 1 


A careful reading of the Declaration of Alma Ata shows quite 
clearly that its architects recognized that major reorienta- 
tions of systems and approaches were called for. Yet the expe- 
riences of the last five years to implement AA doctrines indi- 
cate that this aspect was only tangentially perceived and min- 
imally heeded in the early efforts to start PHC programmes. 
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The emphasis was largely placed on developing PHC as a new set 
of activities, a peripheral or community-based component of 
health delivery, not as a set of changes in the entire health 


system. 


At APHA we have recently concluded a review and analysis of 52 

PHC projects around the world. The study highlighted that many 

PHC implementation efforts to date appeared to ignore the real- 
ization that they require an integrated health delivery system 

with provisions for support, linkages to secondary and tertiary 
health care, and institutional and managerial capacities for 


sustaining the activities of each level of health care. 


Our review, Progress and Problems, revealed that projects were 
unprepared for meeting the challenges of providing essential 
Support service (transportation, supervision, drugs and sup- 
plies, information) to the numerous and scattered peripheral 
health service delivery points which PHC calls for. Elaborate 
project designs often existed to develop cadres of community 
health workers to be rapidly trained and deployed to perform 
multiple tasks. Such minimally trained workers are expected to 
become super workers, to acquire skills of doctors and nurses, 
of social workers, of change agents, of community stimulators. 
Yet there are virtually no provisions for their Support. There 
is evidence of almost a naive expectation that PHC can be 
brought about by setting up peripheral health systems in isola- 
tion. Indeed, many projects were relatively successful in start- 
ing up activities; constructing health posts, setting up health 
committees, identifying CHWs, developing training, etc., but 
services floundered as governments were unable to sustain ac- 
tivities. CHWs without supervision or Supplies failed to per- 
form. Teamwork was not understood or practised. Drugs were not 
available. Referral facilities were non-existent, transport was 
unavailable, recurrent costs were far higher than expected, and 
community participation could not be sustained. The organiza- 


tional framework failed to acknowledge and make provisions for 
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the fact that PHC is not simply an additional programme, but 
that it feeds into and is impinged upon by the entire health 


system. 


Incidentally, almost identical findings were noted in a more 
recent review undertaken by UNDP with the assistance of the 
BMZ. 


Need for Systems Strengthening 


The first, perhaps most significant lesson which has emerged, 
therefore, is that PHC organization must take place within a 
total system, backed by a secondary and tertiary system, meshed 
with activities of ministries of education, public works, ag- 
riculture, and with the private sector both traditional and 
modern, and supported by a functional network of people, insti- 


tutions and services. 


A corollary of this lesson is recognition of the need for in- 
stitutional and managerial capacity within the system. PHC is 
not the substitute for a decent infrastructure. One cannot ig- 
nore or minimize infrastructural weaknesses. They have crucial 
repercussions on implementation of PHC. Appropriate strengthen- 
ing of this infrastructure is critical if PHC is to succeed. 
Conversely, strengthening of the infrastructure should always 
be done with a view to how it will impinge on PHC. We have al- 
so learned that the systems must be broad. A wider network of 
delivery points will enhance PHC. Where primary schools, non- 
governmental and voluntary and religious bodies, community 
groups, traditional health systems including established and 
traditional birth attendants, and the private planning sector 
are brought into the "system", PHC delivery is strengthened. 


Tiered Infrastructure 


A second and related lesson emphasizes the multi-level charac- 


ter of an effective PHC infrastructure. It underscores the need 


to focus attention on strengthening institutional capability at 
each level. Arguments can be made for the initial attention 
given to the peripheral community level immediately after Alma 
Ata. This level had been almost completely ignored previously. 
It was perhaps necessary, therefore, to highlight it. Yet ac- 
tion and institutional strengthening at the intermediary (dis- 
trict and central) levels are vital. At the central level, the 
Organization of the MOH and the place of PHC in the Ministry 
play a key role. Some countries have created new departments of 
PHC while others have incorporated PHC into all the activities 
of the MOH. In either case it appears that the significant fea- 
ture is not the specific organizational pattern, but the degree 
of central commitment and the development of organizational in- 
novations to encourage PHC activity such as development of in- 
centive and reward systems which encourage achievement of PHC 
goals. It is important that at the central level guidelines be 
prepared, standards set, and mechanisms for collaboration de- 
veloped. National health councils and health development net- 
works are now being created by some countries to strengthen the 
central level, particularly with regard to intersectoral coordi- 


nation. 


The intermediary (provincial and/or district level) presents a 
particularly critical locus of activity for PHC. It is at this 
level that much training, supervision, and coordination must 
take place. It is here that effective local adaptation can oc- 
cur and where there are the greatest opportunities for coordina- 
tion with other health sector efforts such as water and sanita- 
tion programmes and with those of other sectors. Many countries 
have recently established intersectoral district health teams 
who meet regularly with PHC workers to identify and resolve op- 
erational problems. It is this level which is generally weak, 
with minimal organizational structures, poor management, and 
little motivation. 


Flexible Management 


Lesson three relates to the need to bring to the organization 


Of PHC adaptive managerial approaches. 


There are no simple recipes for mobilizing political will, 
stimulating community involvement, harnessing resources, re- 
orienting staff and community to preventive care or even for 
teaching mothers how to make use of oral rehydration. We still 
do not have many of the answers. PHC therefore requires highly 
flexible and resourceful managerial approaches. Management 
functions, including planning, organizing, communicating, moni- 
toring and evaluating, must be carried out in ways that take 
advantage of opportunities, secure commitments, and display 
sensitivity to community ideas and processes. In the language 

of Korten, a "learning" rather than "blueprint" approach is 
called for. Traditional planning techniques require adaptation. 
Many aspects of PHC do not lend themselves to rigid "top-down" 
planning but must evolve from ongoing experiences. Problem- 
solving approaches are needed. Organizational systems which 
promote "learning by doing" and "doing by learning" rather than 
compliance with pre-set plans are called for. Our traditional 
way of attempting to carry out elaborately pre-planned projects 
within a specified time frame and with pre-determined resources 
are not suited to PHC. Time after time they have failed. Flexi- 
bility in project design and organization is essential if there 
is to be the community participation so critical for bottom-up 
planning and if programmes are to fit local needs and capacities. 
Yet today blueprint approaches are still the dominant ones, 

both by national governments and by virtually all donor agencies. 
Only the occasional non-governmental organization or the rare, 
truly community-generated programme has the latitude for really 
creative approaches. Adaptive management can only occur within 

a framework where there is delegation of resources and authority 


from the centre. Thus, decentralization of administration is a 


key factor. More and more countries are beginning to experiment 
with decentralized approaches. The success of decentralization, 
we are learning, rests on two factors: first and foremost the 
will to effect changes, and secondly on the degree to which the 
intermediary and peripheral institutions can be strengthened. 
Availability of national guidelines for planning, staffing, and 
financial control and a gradual rather than abrupt devolution 
of responsibility, guided by central monitoring of results, ap- 
pear to be key ingredients for success. Decentralization is 
particularly relevant to promoting intersectoral collaboration. 
District and community-level work facilitates mobilization and 


coordination of non-ministry health activities. 


Organization of CP 


A fourth important lesson pertains to the organization of CP. 
There is little question that effective PHC organization makes 
the community an active partner in health care. A framework is 
needed through which community action can take place. Most proj- 
ects studied have organized participation through health or de- 
velopment committees and used assemblies to give the community 

a voice in health planning and management. Results to date have 
been mixed. In numerous projects communities have "collaborated" 
with project-initiated activities such as selecting CHWs, form- 
ing committees, constructing health posts, and providing labour 
to build water systems. These activities tend to be specific 
and one-time efforts. Activities with perceptible benefits such 
as improving community water supplies have generally been the 
most effective. But it has been difficult to sustain participa- 
tion. Community health committees often wither after initial 


Organization. 


The committees usually have a single purpose, and generally 
they do not reflect existing religious, political, or other so- 
cial groupings. Few programmes reflect true community initia- 
tive. 


Many factors have been identified to explain the generally low 
level of active community participation. Little attention is 
given to fostering and monitoring community participation. Too 
little time and money and too few human resources are allocated 
to organizing communities, to sustaining and supporting them. 
Initiative often comes from outside the community, and members 
have little say about the shape of the project. Communities may 
not place a high priority on the preventive services which the 
programmes introduce. Where governments fear active communities 
or where communities are suspicious of government programmes 
because of poor previous experiences, active community involve- 
ment is further constrained. Also, most ministries of health 
lack experience in organizing communities, and bureaucratic 
procedures may impede efforts to allow activities to proceed at 


a different pace in individual villages. 


The concept of voluntary participation in government-sponsored 
projects is not widespread in traditional societies. Most, if 
not all, societies undertake communal activities, but often 
these efforts occur solely within the traditional extended fam- 
ily, caste, tribal, or religious framework. Secular voluntarism 
frequently is associated with political reform (e.g. socialism) 
and with societies with slightly higher standards of living. 
The difficulty of involving communities has been underestimated. 
Our analysis revealed, however, that modification of the way 
participation is promoted and organized can lead to a higher 
level of participation. Among the modifications needed are: 
better planning for community participation, greater design 
flexibility, appropriating greater resources for community par- 
ticipation and attention to community participation as a prima- 
ry activity, better training in community development tech- 
niques; in other words, making a substantial community develop- 


ment effort. 
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Preventive/Curative Balance 


A fifth lesson pertains to recognition of the need to develop 
and plan organizational features which promote an appropriate 
balance between preventive and curative care. Because much in 
the underlying philosophy of PHC rests on the concept that mor- 
bidity and mortality can often be prevented by simple interven- 
tions, it is often assumed that preventive tasks assigned to 
PHC workers will be accepted and carried out. It is also often 
assumed that communities, too, perceive the potential benefits 
of prevention and will promote this aspect of a programme. We 
have learned, however, that communities require extensive edu- 
cational efforts to appreciate the utility of prevention and 
promotion. Resources, time and money, an organization mechanism, 
and programme flexibility must be applied to bring communities' 
perceived needs and benefits into congruence with those of pub- 
lic health. Special incentives (contests, awards, bonuses, pub- 
lic recognition, etc.) for preventive actions may be called for 
and community-wide use of mass media may be useful. Structuring 
a fee system so that payments are demanded for the more popular 
curative care while preventive services are provided without 


cost may encourage preventive care utilization. 


One certainly cannot ignore the generally widespread demand for 
curative care: "to prevent sometimes, to cure rarely, to com- 
fort always", that is the task of the doctor, said Dr. William 
Osler. For PHC programmes to become established, to develop 
credibility and financial support of the community, one has to 
respect the strong demand for curative care. But safeguards 
must be built in to avoid "curative medical care" from dominat- 
ing. Collaboration with personnel from other sectors is often 
useful in this regard (teachers, agricultural extension workers) 
since personnel from these sectors are not commonly expected to 


provide services for illness. 


In conclusion, exploration, experimentation, innovation and 
trial of options are essential for developing the appropriate 
organizational framework for PHC. It cannot, alas, at this 
stage, be prescribed. We have learned a number of lessons which 
can guide the evolution of more appropriate structures and 
mechanisms. There is little doubt that before the year 2000 we 
still have, in the words of the poet Robert Frost, “promises to 
keep and miles to go before we sleep”. But now that PHC has 
been conceptualized and now that it is increasingly understood, 
we can try to accelerate the steps to mobilize action. Since 
PHC challenges the established order and poses the need for 
fomenting change, it is little wonder that there have been ob- 
stacles. The wonder is that PHC has done as well as it has 
rather than as poorly as its critics allege. And in the years 
since Alma Ata, I think you will agree, the commitment to mak- 
ing PHC a working reality, to developing the necessary frame- 


work, has increased. 


DISCUSSION 


Following,a detailed analysis of the financing and cost in- 
curred in the primary health care projects implemented by 
the German Agency for Technical Cooperation (GTZ), the dele- 
gates briefly discussed the share of personnel cost in the 
overall PHC-budget(in plenary session).This share was found 
to be relatively high in Upper Volta; the question whether 
village health workers are paid a Salary or not was left 
Open. No differentiated breakdown of pertinent cost was 


recorded. 


The delegates were of different opinions as to the basis 

On which the cost were to be calculated. Since owing to ex- 
tremely large distances, many population groups were denied 

access to the services, it was suggested that only those Villages 
and population groups, located within the reach of the com- 

munity health services, should be taken as reference units. 

Mr. Diesfeld reported on the cost estimates carried out in 

Benin and Upper Volta on the basis of drug consumption and 


referred to the advantages of cost estimates, .in which a village 
is taken as a reference unit. 


However, according to Mr. Korte, these reference units may 
differ. Thus the four GTZ-projects evaluated in this connnection 
Started out by serving regions rather than individual vil- 
lages. In Mr. Korte's opinion it is well justified to carry 


out cost estimates for larger target groups. 


The share assigned for purposes of primary health care services 
in the national health budget was found to be basically in- 
adequate. Those concerned~—and especially large donors such as 
the Federal Ministry for Cooperation, the German Agency for 
Technical Cooperation, etc.7-whose influence is stronger 

than that of non-government organizations should use this in- 


fluence to the effect that this share is increased. 


The delegates confirmed the fact that at both the multi- 
national and bilateral levels of technical cooperation 

in the public health sector close contacts have been 
established with the respective governments. The extent to 
which a relatively small donor country such as the Federal 
Republic of Germany is able to exert a macro-political in- 
fluence on matters of health is negligible, being con- 


fined to the project level. 


Primary health care services are in no way able to replace 
the infrastructural setup of the health system. They are 
functional only on the basis of at least a rudimentary 

but nevertheless well-functioning infrastructural mechanism 
(Bastian). Primary health care services (and thus primary 
health care as such) are part and parcel of a comprehensive 
health care system, contributing as they do towards im- 
proving the effectiveness of the overall system. Primary 
health care relies on and requires the support of the overall 
infrastructure. Accordingly, it implies considerably more 
than just the primary health services rendered by village 


health workers (Kessler). 


The question which organizational form should preferably be 
adopted with a view to the intermediate level of primary health 
care services (de Kadt), was answered by Dr. Kessler, who 
stated thit this level has indeed been neglected in the past. 
Relevant analysis and research would have to be inten-.: 

Sified. WFPHA and WHO likewise plan to increase their activi- 
tiesin. this sphere. In addition to providing improved training 
for the personnel employed at this level, it would be necessary 
to consider a reorganization of the pertinent job description. 
In this connection, greater emphasis would have to be placed 

on administrative and supervisory tasks. This , however, would 
depend on the political intentions of the central authorities 
and governments in developing countries, who must decide whether 


greater attention is to be attached to this level or not. 


Mr. Roemer underlined the importance of a detailed problem 
analysis in connection with primary health care programmes. 
The problems and obstacles which may arise in the course 

of project implementation as a result of an inadequately 
Structurized health system are well able to decisively 
influence the overall programme concept, involving strong 
repercussions at the highest ministerial levels of decision- 
making. 


In summarizing, it might be said that the restriction 
of problems to as small a number as possible is the first 
Step towards improving the organizational and financial 


Structure of the health sector. 
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PROJECT REPORT ON FINANCING A PHC PROGRAMME 


W. Ettrich 
Ve Introduction 


7.% Historical background 


In 1967 the Revolutionary People's Republic of Guinea intro- 
duced the system of the "Brigades de la santé", health workers 
paid by the state working at village level. The country signed 
the resolution of Alma Ata and thus formally abandoned this 
principle in favour of the "unités des soins de santé pri- 


maires", i.e. primary health care. 


In 1981, a national directorate for preventive medicine was es- 
tablished with an affiliated directorate for primary health 
care. One year later, the regional services in charge of com- 
batting infectious diseases located in each of the 33 regional 
capitals became services for preventive medicine, each one hav- 
ing a PHC officer. 


A survey undertaken by us in 23 peripheral health institutions 
revealed that these first encountered the concept of PHC in 
1983. 


1.2 German Agency for Technical Cooperation (GTZ) 


The idea of a project in the Revolutionary People's Republic of 
Guinea was born during the visit by a GTZ expert group which 
travelled to Guinea in 1980 on the initiation of the Federal 
Ministry for Economic Cooperation. This resulted in the conclu- 
sion of a health project agreement in which emphasis was placed 
on cooperation in establishing a PHC system. Since July 1983, a 


medical team has been working in two regions of Guinea. 
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2, Costs 
Drei Personnel costs 


Personnel costs arise for the training of trainers, the majori- 
ty of whom were trained in health education at the WHO training 
centre in Togo. By the end of 1983, 18 persons had participated 
in this type of training. 


Personnel costs also arise for the members of the medical team 


in charge of training at regional level. 


2.2 Training of the health workers (ASV) 


The costs arising for health workers are broken down as follows: 
- travel costs; 
- costs of board and lodging at the training centre; 


- indirect costs: loss of his/her work in the village during 
his/her training; 


- training material (pedagogic and didactic aids, training 
facilities). 


2.3 Trips to the periphery where PHC programmes are envisaged 
or already operational 


For these programmes the following are needed: 


- logistic aids (cars, motorcycles, bicycles) ; 


fuel. 


2.4 Furthermore costs arise for consumer goods such as 


medication, and 
- other medical material; 


and their transportation. 


aa Financing 


How is the financing of this programme ensured? The sources of 


finance to cover the costs mentioned above are described below. 


3.1 National Ministry of Health 


On many occasions, the Ministry of Health has emphasized the 
importance of the PHC programme. The 1982 health budget to- 
talled 3.7 percent of the national budget amounting to 530 mil- 
lion sylis (1 US$ = 24 sylis). Of this amount, 9.4 percent are 
accounted for by investments, the rest (56.9 percent) by person- 


nel and material (33.7 percent). 


Of the 9.4 percent set aside for investments, 95 percent go in- 
to the construction sector, so that five percent or 2.5 million 
sylis (US%$ 104,000) can be spent for other purposes. 100 sylis 
are available per capita in the health sector. There is no sep- 
arate budget for the PHC programme at national or regional lev- 
el. The potentially available funds are an undefined component 
of the national health budget (US% 104,000) and the regional 
health budget (US% 3,150). 


The Ministry of Finance bears the cost for the following items: 


a) part of the training costs at the WHO training centre in 
Lomé ; 
b) organization of national training seminars for the PHC 


programme; 


c) medical personnel working in the PHC sector. 


Advantages: sufficient personnel is available, their level of 
qualification is satisfactory. 


Dis- the salaries are often paid irregularly and not 
advantages: in full. 


3.2 Regional and peripheral medical institutions 


PHC costs-are not borne by the regional or peripheral health 
institutions. The personnel contributes towards financing the 
logistic aids made available for the project (motorcycles, bi- 


cycles). 


3.3 Community 


(a) Training at the WHO centre: 
The community bears the costs of transport and accomoda- 
tion as a matter of principle. In addition, the community 
helps the family of the health worker to carry out work 


during his absence. 
(b) The financing of the health worker is not envisaged. 


(c) Medication and medical consumer goods are paid for by the 


community. 


3.4 Foreign donors 


3.4.1 AMIS project 


A USAID-supported PHC programme started in the Mamou Region of 
Guinea in 1981 has now been terminated and is to be followed up 
by a CCD programme. The major problem identified in the course 
of evaluation was the lack of fuel and vaccines for which the 
Guinean partner was responsible and which led to an almost com- 


plete paralysis of the programme. 


3.4.2 German Agency for Technical Cooperation (GTZ) 


Since July 1983, the GTZ has been providing assistance in estab- 


lishing a primary health care system in two regions of Guinea. 


a. The GTZ does not finance Guinean personnel in the PHC sec- 


tor. It bears the costs for a German expert. 
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b. Training 


(1) 


(2) 


The GTZ bears the costs for the training of a physi- 
cian in the public health system and of two staff mem- 
bers from the paramedical sector in the field of 
health education. 


The GTZ supports the training of health workers in the 
training centre, and finances the procurement of the 
necessary didactic and pedagogic material. 


c. Logistic aids 


(1) 


(2) 


(3) 


The GTZ finances in part the motorcycles and the re- 
quired fuel, and in addition finances the purchase of 
bicycles. 


It pays in full for the purchase of cars and the re- 
quired fuel. 


It co-finances the fuel for clearly defined trips when 
the regionally available UNICEF landrover is used. 


d. Consumer goods 


(1) 


(2) 


Summary 


The GTZ finances the initial equipment needed for a 
health worker. 


It finances in part the medication during the imple- 
mentation phase. 


Primary health care plays an important role in the health poli- 


cy of the Revolutionary People's Republic of Guinea. However, 


there is no budget for this sector. The funds potentially avail- 


able for the PHC sector are scarce. There is a complete depen- 


dence on foreign funds in the field of logistics (vehicles and 


above all fuel). It is a great advantage that sufficient per- 


sonnel is available and that this staff is remunerated by the 


Guinean authorities. 
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REPORT ON FINANCING THE NATIONAL PRIMARY HEALTH CARE PROGRAMME 
IN THE NORTH WEST PROVINCE OF THE REPUBLIC OF CAMEROON 


Obed Fochwang Nana and Eckhard Kleinau 


- Cameroon and the North West Province 
ee IS NOLEN West Frovince 
1.1 General information 


The Republic of Cameroon has a population of 8.5 million people 
(1981), with a density of about 18 inhabitants per sq km. 70 
percent of the population live in rural areas, 43 percent are 
Children below 15 years of age, and 5 percent are over 60 years 
Old (census 1976). The country is divided into ten administra- 


tive units or provinces. 


The population of the North West Province is about one million, 
82 percent live in rural areas with about 60 inhabitants on one 
square kilometre. Agriculture and stock farming are the major 
economic activities of this province, producing plantains, ba- 
nanas, corn, rice, yams, cassava, groundnuts, beans and coffee. 
The main problems in the Province include an inadequate commu- 
nication infrastructure and inadequate social amenities includ- 
ing health facilities. 


1.2 The health service 


All health activities within the Province are coordinated by 
the Delegation of Public Health. The Province has one provin- 
Cial hospital, seven government divisional and sub-divisional 
hospitals, five private mission hospitals, two private Clinics, 
five government divisional centres for preventive medicine, 
five government mother and child welfare centres, 55 government 
health centres and 14 run by missions. Moreover, there is a 
paramedical school training nursing aids, nurses, midwives, and 


laboratory technicians. Cameroon fully endorses the principles 


Of primary health care with a thorough documentation for the 
national PHC programme based on WHO recommendations. With the 
technical, assistance from GTZ, the North West Province has now 


118 functioning village health posts (March 1984). 


These health units are staffed by 40 medical doctors (nine are 
specialists) giving an average of 25,000 people per physician, 
but due to accumulation of health facilities this rises to 
200,000 per four physicians in some areas. The same applies to 
hospitals: the average is 80,000 people per hospital, but is 
twice as much in some regions; health centres cover an average 
of 15,000:1. If we assume that 800,000 people in rural areas 
have access to 118 village health posts (VHP), we find a ratio 
of 7,000:1; considering health centres and hospitals a realis- 
tic ratio is less than 3,000:1. 


Other paramedical staff in the North West Province: 243 nurses 
(registered and enrolled), 211 midwives (registered and en- 
rolled), 250 nursing aids, 6 laboratory technicians, 53 labora- 
tory assistants, 21 microscopists, 37 propharmacists, 101 itin- 
erants or sanitary inspectors, 222 administrative staff and 
several others like dental technicians, X-ray technicians, phar- 


macists, nutritionists, health educators. 


Health care is quite expensive as all drugs and medical equip- 
ment are imported. Even in the villages, fees have to be paid 

in kind or cash to consult traditional healers. Consultations 
and treatment offered at health centres and preventive medicine 
services are free at government expense. Treatment at hospitals, 
however, has to be paid for. The same applies for the services 
rendered by primary health care, although the costs are much 
lower. Health insurance is not available, except for certain 


employees. 
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FIGURE | UNITED REPUBLIC OF CAMEROON LOCATION IN AFRICA 
ce PROVINCES 
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(Modified from a map drawn by the Centre Geographique National for ONAR ST 1976) 
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At present, in a private pharmacy, the following drugs are sold 


for 
tf 
12 omegaebipentcil din gas. a. 2.2.5 % 200 FCFA— 
fe ae. streptomycsin 2.5.0.6... 65» 200 FCFA 
foerab.. aspirin (500 mg) ..... 120 FCFA 
10 tabl. nivaguine (100 mg) ... 150 FCFA 


The per capita income for Cameroon is indicated with 280,000 
FCFA per year per person (gross domestic product : population). 
The minimum salary is about 16,000 FCFA per month. The monthly 


Salary of a 


- nursing aid ca. 50,000 FCFA 


- sgtate-enrolled nurse or 


grade two teacher in primary school ca. 80,000 FCFA 


- state-registered nurse or 


grade one teacher in primary school ca. 150,000 FCFA 
- nurse tutor or secondary school teacher ca. 200,000 FCFA 


- doctor or engineer ca. 250,000 FCFA 


These are average salaries for civil servants and do not in- 
clude allowances for rents (+20%), family (1,500 FCFA per child), 
touring, length of service, etc. Salaries in the private sector 
are higher. A part-time tutor lecturing at a paramedical school 
or during seminars and courses is entitled to lecturer fees per 


hour of 2,500 FCFA for theory and 1,500 FCFA for practice. 


Figures on the income of the rural population (farmers) are not 
available. It varies from below 100,000 FCFA per year to a mul- 
tiple of it (per family). 


1 DM 
1 US$ 


+/ 150 FCFA 
400 FCFA 


toil 
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oe Primary Health Care in the North West Province 


Out of a total of 118 VHPs, 66 distributed over four divisions 
are supervised by the Government (only for these are cost esti- 
mates done, except for training), 52 are supervised by three 
missions. Each VHP is organized by a village health committee 
(VHC). Nine posts have two village health workers (VHW) giving 
a total of 75 VHWs for 66 VHPs. 47 VHPs have a traditional 
birth attendant (TBA), seven of these two. 


Tasks of the VHC: study health problem, set priorities for ac- 
tion, organize community activities, propose a VHW and TBA, 
check the VHW and TBA, control the finances. 


Tasks of the VHW: house-to-house visits, health education, in- 
fant welfare clinics, consultations and treatment, refer pa- 
tients to health centre or supervisor, give medical advice to 


VHC, monthly reports. 


Tasks of TBA: attend deliveries at the VHP or at home, refer 
complications to health centre, ante-natal clinics, health ed- 


ucation. 


About half of the VHPs have permanent buildings, constructed 
mainly by the community, the others provide temporarily a pri- 
vate room for the VHWs. Each of the four divisions has a divi- 
sional PHC coordinator supervising the 66 VHPs. His tasks are: 
visit each VHP monthly, advise the VHC how to run the post and 
how to carry out health activities, check the records, the 
drug stock and finances, on-the-job training of VHW, do com- 
pound visits, do consultations of referred cases, do vaccina- 
tions combined with infant welfare clinics, submit monthly re- 


ports. 


All PHC activities are coordinated by a provincial PHC office, 
headed by a provincial PHC coordinator, who is directly respon- 
sible to the Delegate of Public Health. 
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Our PHC activities include the five principles and eight ele- 
ments recommended by WHO to a varying extent (WHO, UNICEF, 
~ Alma Ata 1978). 


Cooperation with the missions includes: training, supervision, 


drug supply, supply of equipment, data collection. 


3. Financing of Primary Health Care 


To be able to compare costs, calculations for each of the main 
areas are made separately: training, primary level, supervi- 
sion, secondary level, surveys, coordination and, lastly, a 
trial to estimate the costs per post and for the GTZ PHC-Pro- 


gramme respectively. All costs are rounded up or down. 
2.1 Training 


3.1.1 Basic Training for VHWs - 30 Days at Mission Hospital 


Once or twice a year, a course is held for about 18 partici- 
pants (three to four per Division), who are either VHWs for new 
VHPs to be opened, VHWs replacing dropouts or a second VHW for 
existing VHPs. Accommodation is free in a dormitory built for 
3.5 million FCFA by GTZ. Tutors are mainly provided from the 
Hospital as well: about three nurses/midwives and a physician. 
Some lectures are given by the PHC coordinators and staff of 
the government health service (these are entitled to lecturer 


fees and allowances). 


Each VHW receives a 500 FCFA allowance per day : 270,000 FCFA 
iS be valid PP ted teen per uae : 90,000 FCFA 
Other items like ceremonies, stationery, etc. : 120,000 FCFA 
Fees and allowances for lecturers : 100,000 FCFA 
Total per course (borne by GTZ) : 580,000 FCFA 
Total per participant : 32,000 FCFA 


(in DM : 3,900.--/210.-- and in US$ : 1,450.-/80.-) 
Costs per person per day : 1,000 FCFA 
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3.1.2 Refresher Courses for VHWs - 14 Days at Mission Hospital 


Every VHW (75 government + 23 mission = 98) attends yearly one 
refresher course. Five courses (one per Division) are organized 
per year with an average of 20 participants. The conditions are 


the same as under 3.1.1. 


Per course Allowance : 140,000 FCFA 
Transport $ 100,000 FCFA 
Other items : 80,000 FCFA 
Lecturers : 70,000 FCFA 

Total per course (borne by GTZ) : 390,000 FCFA 

Total per participant : 20,000 FCFA 

(in DM : 2,600.--/130.-- and in US$ : 980.-/50.-) 

Costs per person per day : 1,500 FCFA 


3.1.3 Community Development Courses for VHWs - 45 Days at 
Government Community Deve lopment Centre 


Each VHW is supposed to attend this course at least once after 
his basic training. Several courses were financed by UNICEF in 
the past with about 30 participants each. According to unoffi- 
cial information overall costs per course are about 6,000,000 
FCFA, being 200,000 FCFA per VHW. 


3.1.4 Courses for VHWs at Preventive Medicine Centres and 
Health Centres 


For the past two years, no courses were held at these institu- 
tions. But as they are supposed to play an active part in PHC 

in future, calculations would be as follows: daily allowance = 
1,000 FCFA, 2,000 FCFA for courses less than seven days. Trans- 
port as above. Other items = 60,000 FCFA for the first week and 
20,000 FCFA for each following week. For lecturers: 30 hours per 
week, four persons with an allowance of 3,000 per day for five 
days, it amounts to 135,000 FCFA for the first week, 50,000 FCFA 


for each week following. 
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A four-week course for 18 participants would cost about 
1,035,000 FCFA, 58,000 FCFA per participant, or 2,000 FCFA per 
- person per day. A five-day pre-orientation/selection course for 
VHWs at preventive medicine centres (shall take place obligato- 
rily before each basic training) at reduced rate would require 
a minimum of 220,000 FCFA for 18 participants, 12,000 FCFA per 
person, Or 2,500 FCFA per person per day. 


: FX. Training Courses for TBAs 


Similar conditions and costs as under 3.1.1 and 3.1.4 for VHWs 
apply for traditional birth attendants. A TBA undergoes a four- 
week basic training (mostly practical) and should have a re- 

fresher course of three days every year for ca. 9,000 FCFA per 


person or 3,000 FCFA per person per day. 
3.1.6 Seminars for VHCs 


The efficiency of PHC at village level very much depends on the 
activity and influence of the VHC. It was noticed that many did 
not know at all what their task is. Therefore, each year the 
chairman and secretary of the VHCs are invited for a two-day 
seminar, there being a total of five seminars per year. Each 
seminar is attended by ca. 50 participants and costs GTZ 
300,000 FCFA or 3,000 FCFA per person per day. This is based on 
a per diem of 1,500 FCFA, transport 2,000 FCFA and expenses for 


lecturers. 


3.1.7 First Aid Courses for Farmers, Schools, etc. 
ea ee ncn ee eg OCs ¢ CCC. 


A two-day course for 52 oxen farmers, 1981, required 10,000 
FCFA per participant. The cost of a recent course was reduced: 
the course lasts one day, no daily allowance is paid by PHC for 
participants, allowance for two lecturers is 20,000 per day. 
Each farmer gets a first-aid box worth 4,500 FCFA, half paid by 
PHC, half by the farmer and his organization. Training centres 
and schools are supplied with a first-aid box worth 17,000 FCFA, 
half paid by PHC. 
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A course for 54 farmers cost 140,000 FCFA or 2,600 FCFA per 
participant per day. 


3.1.8 Courses for Medical and Paramedical Staff of the 
Secondary Level 


Primary health care in Cameroon is an integral part of the na- 
tional health programme and in the North West Province especial- 
ly is not isolated from the Government's basic health service 
with health centres and rural hospitals. The latter are the re- 
ferral units for PHC posts. But they should also take over the 
responsibility for training and supervision. Therefore, reorien- 
tation of this staff is necessary. At the same time, relevant 
general knowledge is brushed up, or staff, such as microsco- 


pists, is trained from scratch. 


Daily allowances for this staff vary from 3,000 to 10,000 FCFA, 
transport is ca. 5,000 FCFA per person, other items are ca. 
80,000 FCFA for five days, and expenses for lecturers ca. 


30,000 FCFA per day (all courses except microscopists). 


A three-month course in microscopy at a paramedical school to 
train microscopists for health centres for ca. 15 participants 
costs in total (including reagents) 1,155,000 FCFA, 77,000 FCFA 
per person or 1,000 FCFA per person per day (in DM : 7,700.--/ 
513,-- and in US$ : 2,900.-/190.-). A yearly six-day refresher 
course for 22 microscopists costs about 400,000 FCFA or 3,000 
FCFA per person per day. 


Each chief of a health centre (nurse or midwife) should have a 
five-day refresher course a year. Two courses yearly with ca. 
30 participants each would be necessary. Based on experience in 
1981, each course will cost today ca. 1,000,000 FCFA or 7,000 
FCFA per person per day. 


Two three-day refresher courses a year on midwifery for ca. 30 
participants each will amount to about 800,000 FCFA per course 
or 9,000 FCFA per person per day. 
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Two three-day refresher courses a year for nursing aids and sim- 
ilar staff for ca. 30 participants each will amount to about 


500,000 FCFA per course or 6,000 FCFA per person per day. 


One three-day seminar for medical doctors a year with about ten 
participants will cost following government regulations about 
500,000 FCFA or 17,000 FCFA per person per day. 


Very important are yearly courses on PHC, sanitation, mother 
and child health, prevention, etc. for itinerants or sanitary 
inspectors. A three-day course for about 50 participants each 
costs at present 600,000 FCFA or 1,000 FCFA per person per day. 


Two courses per year are necessary. 


Nearly all costs for courses on the secondary level have been 
and are still borne by PHC-GTZ. 


3.2 - Primary Level: Investments and Running Costs 


ae Investments 


Investments are necessary in the initial phase of a VHP and 


later as special projects for the community. 


In most of our villages, the post is established in a temporary 
room, free of charge. But, after one to three years, ideally, a 
permanent VHP is built. Costs for a simple three-room building 
with mud-blocks, cement plastering, a zinc roof and basic furni- 
ture vary from 500,000 to 1,000,000 FCFA. This amount does not 
actually arise because most of the material is locally available 
and provided by the community along with labour. Zinc and cement 
are imported and amount to about 250,000 FCFA per VHP. PHC-GTZ 
Supplies the latter every year to about ten new VHPs, whose com- 


munity is active and PHC well-functioning. 


PHC-GTZ supplies each post with basic equipment for about 60,000 
FCFA. This includes a baby weigher and weighing trousers, a 


first-aid box, various records, pats, bucket and bowl. 
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Before a new VHP is opened, the community is requested to col- 
lect 70,000 FCFA for the first drug supply. The drugs are 
bought at low cost at a divisional PHC drug supply store (five 
in the Province, run by the wives of pastors). (See Revolving 
Hunds 13 52.255) 


Another investment is usually necessary when the community 

gives a water project priority. A catchment area with tank, a 
few taps and a shower house in the village costs about 5,000,000 
FCFA. This is the domain of a development organization (MIDENO) 
and SATA (Swiss Agency for Technical Assistance). Funds are, 
apart from these organizations, raised by the community (500,000 
- 1,000,000 FCFA) and PHC-GTZ does assist with up to 1,000,000 
FCFA. A simple kerb of a spring costs much less, below 500,000 
FCFA. 


3.2.2 Running Costs of a VHP 


The payment of the VHW is basically left to the health commit- 
tee. As the VHW is normally working part-time, the VHC is ad- 
vised to pay about 6,000 FCFA monthly if about 100 patients are 
consulted and about 20 compounds are visited within one month 
(average for a functioning VHP). This amount should roughly be 
reduced by 1,000 FCFA per five compounds less (from 20) and ten 
patients less (from 100). 


Administrative expenditures at a VHP are about 2,000 FCFA per 
month for stationery, travelling expenditures, for drugs pur- 


chase, etc. 


Revolving funds 


Payment and expenditures are normally covered with the profit 
which is made on drug sales. Each tablet is sold for 10 FCFA, a 
monthly treatment with ferrum sulfate, folic acid or phenobar- 
bital costs 100 FCFA and a dressing 100 FCFA. The tablets are 
bought at prices between 1 and 12 FCFA (average is 3 FCFA per 
tablet). 
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One malaria treatment for an adult costs 80 FCFA, the profit is 
40 FCFA. Treatment of fever and common cold costs 150 FCFA, the 
profit is 120 FCFA, almost the same occurs for a treatment 
against worms. One course of tetracycline (28 tablets) costs 
280 FCFA, including 130 FCFA profit. 


A fairly well-working VHP (100 consultations per month) will 
sell drugs for a minimum of 15,000 FCFA, the buying price is 
about 6,000 FCFA, leaving a profit of at least 9,000 FCFA per 


month. 


ie Supervision 


Even though PHC emphasizes decentralization, the experience was 
made that the programme will succeed only with close supervi- 
sion and strict guidance of the communities and their VHCs. In 
the North West Province, four divisional PHC coordinators are 
working at present; the aim is to have two per Division, ten in 
total. A divisional PHC coordinator is a state-enrolled nurse, 
trained two months on the job for PHC duties; he is a civil ser- 


vant. 
Investment 


Each divisional PHC coordinator is mobile; supplied with a mo- 
torbike Suzuki 125 for ca. 750,000 FCFA each. One bike lasts 


for a maximum of three years. 


3.3.2 Running Costs 


One motorcycle needs fuel costing about 150,000 FCFA per year 
and maintenance costing 80,000 FCFA. In addition, ca. 20,000 
FCFA are required for insurance and taxes. The annual total is 
250,000 FCFA. 
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tk 3d Meetings and Seminars 


Ten times a year all coordinators are called for a two-day 
meeting at the provincial office. A daily allowance and trans- 
port is paid, amounting to 100,000 FCFA per coordinator per 
year. Each year, a five-day orientation seminar for all coordi- 
nators is to take place. For 1984, six participants are expect- 
ed and costs are estimated at 200,000 FCFA or 7,000 FCFA per 


coordinator per day. 


3.3.4 Estimate for July 1984 - June 1985 Costs per VHP 


For 1984, six PHC coordinators are expected to work for the pro- 


gramme. Costs will be as follows: 


2 new motorbikes : 1,500,000 FCFA 
Running costs/6 coordinators/11 months : 1,500,000 FCFA 
Monthly meetings : 600,000 FCFA 
1 seminar : 200,000 FCFA 

Total 3,800,000 FCFA 


As 66 VHP are supervised, it is almost 60,000 FCFA per VHP per 
year or, if investments, meetings and seminars are left out, 
23,000 FCFA per VHP. 


3.3.5 The Provincial PHC Office 


This office is staffed by a provincial PHC coordinator (senior 
health superintendent), an assistant (state-enrolled nurse), a 
typist and one driver. Attached to the Provincial Delegation of 
Public Health is moreover the GTZ office with a public health 

consultant, a senior laboratory technician, a clerk and a driv- 


er. 


No training hall or storeroom is available at the office. GTZ 
provides three vehicles including running costs and maintenance 
for the programme, all stationery, office equipment, teaching 


aids for courses and travelling expenses. 


Another investment concerns the five PHC drug supply stores 
which have been supplied with furniture and a refrigerator for 


* vaccines. The average costs per store are 400,000 FCFA. 
3.3.6 Coordination of PHC Activities 


- Intrasectoral coordination is effected by organizing half- 
yearly provincial meetings with the divisional chiefs of pub- 
lic health, preventive medicine, doctors and paramedicals 
from the various missions involved in PHC. For ca. 15 partic- 
ipants, GTZ pays ca. 150,000 FCFA per day. 


- Quarterly meetings with chiefs of preventive medicine are or- 


ganized by the provincial section of preventive medicine. 


- Costs for an inter-provincial meeting of three days were 
roughly 1,000,000 FCFA for 20 participants or 17,000 per per- 


son per day. 


~ Intersectoral coordination meetings have not been organized 


yet, but are expected to cost 10,000 FCFA per person per day. 


3.4 Secondary Level 


Apart from training courses for the staff, improvement of 
structures and equipment, in particular of health centres, 


seems most urgent. 


- Repairs to health centres require approximately 5,000,000 
FCFA per centre. 


~ Medical and laboratory equipment will cost about 1,000,000 
FCFA per centre. 


. Surveys and Evaluations 


To demonstrate the development of a PHC programme, demographic 
and epidemiological data must be available. To obtain these, 


about three surveys per year shall take place in the North West 
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Province. A group of ten persons will require for five days 
about 700,000 FCFA. 


4. Accumulated Costs 
Seal Primary Level 


In the case of these estimates it must be borne in mind that 
some activities or contributions did not enter the calculations 
as, for example, salaries of mission or government staff in- 
volved in training; free availability of room (one dormitory 
was built for VHW courses); the community development course 
because of unreliable figures; community labour difficult to 
predict as a result of the revolving drug fund as it largely 


depends on the consultation rate. 


- Initial Costs 


4 weeks basic training per VHW (mission) (1) 32,000 FCFA 
4 weeks basic training per TBA (1) 32,000 FCFA 
VHP — local material (2) 500,000 FCFA 
VHP - zinc and cement (1 or 2) £250,000. FCEA 
Basic VHP equipment (1) 60,000 FCFA 
First drug supply (2) 70,000 FCFA 
Total per VHP with one VHW and one TBA 944,000 FCFA 
(in DM : 6,300.-- and in US$ : 2,400.-) 


For an average population in a village of 1,400 and ca. 200 
families, this would mean costs of 700 FCFA per inhabitant or 
5,000 FCFA per family. But as PHC-GTZ bears part of the cost 
and a VHP can be constructed with community labour the amount 
would be reduced to (zinc and cement paid by the community) 
320,000 FCFA in total, 200 FCFA per person or 1,600 FCFA per 
family. (Remark: The population using the VHP is two to three 
times higher than those contributing for it!) 


- Running Costs (Yearly) 


2-week refresher course per VHW (mission) 20,000 rcral/ 
3-day refresher course per TBA 9,000 rcral/ 
2-day seminar for VHC 12,000 ecrAl/ 
Monthly salary, VHW (average VHP) (6000 x 12) 72,000 FCFA2/ 
Administration (200 x 12) 24,000 FCFAL! 
Total per VHP 137,000 FCFA 


(in DM : 900.-- and in US$ : 330.-) 


- Yearly Income from Drug Sales 


To make calculations a bit easy, we will rely on our "average" 


VHP again (ca. 100 consultations monthly, 20 compound visits). 


Minimum drugs sold yearly 180,000 FCFA 
Re-purchase of drugs yearly 72,000 FCFA 
Profit per year per VHP 108,000 FCFA 
(in DM : 720.-- and in US$ : 270.-) 


As course costs for VHW and TBA are borne by PHC-GTZ, the com- 
munity can run this kind of VHP without deficit and still pay 
course costs for the VHC, but there is also hardly any profit 


made. 


4.2 Supervision and Drug Supply 


Cost of supervision per government VHP has been estimated in 
3.3.4. It must only be added that salaries, extra personnel 
costs, investments and running costs for the provincial PHC of- 
fice have not been included. Investment for the PHC drug supply 
stores totals to 2,000,000 FCFA (salary for the pastors' wives 
and costs for logistics are not included) or 30,000 FCFA per 
post. 


1/ Costs borne by PHC-GTZ. 


2/ Costs borne by the community. 


4.3 


Coordination (Yearly Costs) 


2 intrasectoral meetings 


1 interprovincial meeting 


1 intersectoral meeting 
Total 


4.4 


secondary Level 


300,000 FCFA 
1,000,000 FCFA 
250,000 FcFAL/ 
1,550,000 FCFA 


The costs estimated at 3.1.8 are quite high because government 


regulations concerning allowances, etc. have been applied. The 


amount spent for daily allowances and lecturers might in mutual 


agreement be lowered without creating a financial burden for 


the course participant, thereby reducing the course costs con- 


siderably. The following calculations are based on unchanged 


figures for a period of one year. 


- Courses 


} 
; 
2 
Zz 
2 
1 
Zz 


three-month course for microscopists 

six-day refresher course for microscopists 
five-day courses for chiefs of health centres 
three-day courses for nursing aids 

three-day courses for midwives 
three-day seminar for doctors 


three-day courses for sanitary inspectors 


Total 
(in DM : 52,000.-- and in US$¥ : 20,000.-) 


- Investments (1984) 


3 


renovations and repairs to health centres 


12 health centres: equipment 


1/ 


Costs borne by PHC-GTZ. 


1,155,000 
400,000 
2,000,000 
1,000,000 
1,600,000 
500,000 


FCFA 
FCFA 
FCFA 
FCFA 
FCFA 
FCFA 
FCFA 


1,200,000 
7,855,000 


15,000,000 


FCFA 


FCFA 


12,000,000 


FCFA 


27,000,000 


FCFA 
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4.5 Annual Costs for Primary Health Care in the North West 


Province 


- Primary Level 


1 course for VHWs 
(ca. 12 new VHWs fran 


government and 6 fran mission) 


1 course for TBAs 
(ca. 15 new TBAs) 


5 refresher courses for VHWs 
refresher courses for TBAs 


seminars for VHCs 
(could be taken over by 
cammunity but is not) 


10 new VHP buildings as 
cammunity labour 


10 new or old VHPs assisted 
with zinc and cement 


18 VHPs: basic equipment 
18 new VHPs: drug supply 
3 village waterpoints 


580,000 


480,000 


1,950,000 

490,000 
1,500,000 
6,000,000 


2,500,000 


1,080,000 
1,260,000 


FCFA 


FCFA 


FCFA 


FCFA 


FCFA 


FCFA 


FCFA 


FCFA 
FCFA 


3,000,000 FCFA 


Total 18,840,000 FCFA 
(in DM : 125,600.-- and in US$ 47,100.-) 
- Supervision 3,800,000 FCFA 
(government pays salaries) 
~ 1 New PHC Drug Supply Store 400,000 FCFA 
- Coordination 1,550,000 FCFA 
- Secondary Level 34,855,000 FCFA 
- 1 First-Aid Course 300,000 FCFA 
for 100 persons, 
incl . first-aid boxes) 
- 3 Surveys 2,100,000 FCFA 


TOTAL (OVERALL) 


(in DM : 412,000.-- and in US$ 


CC Tit insane 


61,845,000 


154,000.-) 


FCFA 


Community 
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Certain facts which can be considered of minor influence have 
been omitted in the above calculations, such as VHPs having two 
VHWs or TBAs. 


5. Summary 


As the ratio of population to VHP is about 3000:1, we could as- 
sume that the 66 government VHPs cover roughly 200,000 persons. 
The per capita costs for this PHC programme (primary level, 
supervision; PHC drug supply store, coordination, and surveys) 


would then be for this year = 26,690,000 : 200,000 = 134 FCFA. 


These 66 VHPs would consult about 80,000 patients per year. 
Each patient has expenses for treatment of at least 150 FCFA. 


Most of the costs for this year are investments, namely, 
42,740,000 FCFA (in DM : 285,000.-- and in US¢ : 107,000.-), 

of which 17 percent are borne by the communities. Training 
courses amount to 13,355,000 FCFA (in DM : 89,000.-- and in US¢ 
: 33,000.-). Running costs of the VHPs are covered by profits 
made by drug prescriptions; running costs of supervision, coor- 
dination and surveys are 5,750,000 FCFA (in DM : 38,000.-- and 
in US$ : 14,000.-). 
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IMPLEMENTATION OF PRIMARY HEALTH CARE PROBLEMS AND 
CONSTRAINTS 


Andreas G. Luckner 


Mr. Chairman, 
Ladies and Gentlemen, 


Before I present my paper to you I have to make a few remarks which might 
enable us to understand the background of the paper. It is a paper dealing 
with the problems and constraints we experienced when implementing aspects 
of PHC in a country in Southern Africa. This country became independent on- 
ly some years ago, and we must see the problems presented in the light of 
young administrative structures established after independence. Tremendous 
efforts have been made and successes achieved in the health field so far, 
and this is not forgotten by us. 


It was planned to present two different papers on our country; the first 

should have dealt with the historical background, of course with emphasis 
on the development after independence, and a brief comment on the health 

care structures. In this paper you would have been given an impression of 
the development since independence. 


The second paper, now, presents the problems and constraints we experienced 
at district level, when implementing the national health policy. Presenting 
the second paper only, we might paint a wrong and distorted picture of what 
has taken place in our country. 


Our presentations were meant to be two-legged as I have explained. Present-— 
ing one of those only means that our approach could be seen to be "limping" 
It also means leaving out the achievements which are in fact quite remark- 
able: 


decentralization to district level; implementation of the expanded programme 
on immunization; introduction of a new MCH approach; training of VHW train- 
ers and of more than 60 VHWs so far in our district; establishment of inter-—- 
sectoral teams, etc. at district level; and so on, 


My contribution is meant to point out our weak points in the day-to-day 
management of PHC. I believe that other participants in this Symposium who 
work On a Comparable level of health care management have experienced simi- 
lar problems and constraints, and that we might come to a common "diagnosis" 
of these problems and analyze the backgrounds in order to outline initial 
ideas on a strategy to combat these problems. I hope to share my experiences 
with others, and to be able to take some new ideas home. 


My contribution is, therefore, not a fundamental criticism on whatever is 
taking place but a first step to find a "diagnosis" aiming at a better per- 
formance in the future, 
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I want to try to work out the problems we face by trying to 
implement PHC. It may be a rather individual paper but I be- 
lieve that some of our problems occur in other countries as 
well and it might be possible to work out these common prob- 


lems and try to combat them. 


This paper will be structured as follows: 

An attempt will be made to work out problems at each level 
of the health care system. This will start from the basis of 
the health care pyramid, the community. We then proceed to 
health centre and then district hospital level. The activi- 
ties of health workers at their corresponding levels will be 


discussed and their problems and constraints emphasized. 


The district in question is situated around the provincial 
capital, which is district centre as well. It stretches 130 
km in length and 70 km in width. A mission hospital function- 
ing as a district hospital is situated 40 km south of the 
town. The population of the district is 156,000 (census 1982) 
excluding the town. The annual population growth rate is 3.8 
percent with an estimated 23,400 children under five years of 


age. 


The district consists of communal land, the former tribal 
trust land, inhabited by 117,000 people. On previous commer- 
cial farms ca 6,000 people were resettled. The commercial 


farmland has 39,000 inhabitants. 


The most remote clinics (health centres) to be visited by 
doctors from the district hospital are 80 km away to the 
North and 70 km to the South. The majority of the roads are 
dust roads. The surface ranges from gravel to rocky/sandy. 


They are generally in fair condition depending on the season. 


The Complexities of PHC 


It becomes clear that we have to look to more than the "med- 
ical field" only as PHC is understood as a complex and wide 


range of different activities. 
Even so I shall concentrate on medical activities. Let me try 
to describe the problems and constraints we face from grass- 


roots to district hospital level. 


Participation and its Links with Decision-makers 


The idea of PHC had been spread by the liberation forces in 
the rural areas during the liberation struggle. Many communi- 
ties are interested in improving their health standards by 
implementing PHC methods. The response to the present water 
and sanitation programme is really encouraging (A family is 
given cement for a ventilated improved pitlatrine (VIP) but 
has to contribute all labour, burnt bricks etc.). The prob- 
lem lies in the missing links between the community itself 
and decision-makers. There is hardly any substantial communi- 


ty participation as such. 


The community's participation is meant to be channelled through 
the district council. This council calls itself a government 

of the people by the people for the people. Besides some 
parliamentary functions the council runs most of the schools 
and a number of clinics as the local authority (i.e. a well 

and latrine constructing project similar to those of neigh- 
bouring districts) but apparently never reached the community 


for discussion and consideration. 


To bypass the council must be considered unwise and so the 
question arises how to install substantial links between 

the district/province health service authorities and the 
communities concerned. 

Health centre staff and village health workers (VHW) are im- 
portant agents but probably not quite sufficient as they are 


overloaded with work. 
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Nutrition 


The country is presently experiencing the worst drought in 
living memory. We at present concentrate on supplying basic 
foodstuffs i.e. maize to ensure survival of the people. This 
drought relief programme was stopped recently for a month 
resulting in an increase of malnutrition of all age groups 
of the population. All projects to improve the nutritional 


status of the communal population had to be postponed. 


We at present run a supplemental feeding scheme for the mal- 
nourished under-fives. the main constraints are the usual 
ones: lack of transport and coordination of the available 
means of transport, lack of essential foodstuffs (from maize 
meal to beans and vegetable oil). Due to lack of supervision 
the mothers use up the monthly ration earlier than expected; 
they cook one extra meal per day for their children at feed- 
ing points. These constraints result ina rather irregular 
supplemental feeding scheme. Attempts are being made to over- 
come these problems. But we nevertheless feel that the feed- 
ing programme helps to avoid at least very severe malnutri- 
tion among preschool children. We unfortunately see an in- 
creasing number of schoolchildren with all the signs of mal- 


nutrition. 


Village Health Worker (VHW) 


These people do a good job within the community. They are 
listened to as they were elected by the community. It is 
mainly owing to them that the under-fives clinics (UFC) and 
ante natal clinics (ANC) are well attended and that the VIP 


programme found such a good response. 
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VHW: Too Few in Number and Too Many Jobs to Be Done 


Problems: There are still too few VHWs. We aim at 321 VHWs 
in the district but only some 60 have been trained SO far 

by their two trainers. Covering big areas means a dilution 
of the VHW's effects as they work part-time and are paid 

an allowance only. Will two trainers be sufficient to super- 


vise and retrain a group of 300 VHWs? 


As many health assistants (see below) are resigning, the 
VHWs are asked to take over some additional duties which 
they were not supposed to fulfill i.e. well- and latrine 
siting, supervision of latrine construction, TB and leprosy 
tracing, malnutrition follow-ups, village gatherings for 
health education, discussions of health matters, involvement 


in the UFCs etc. 


The VHWs are supplied with two-ended standardized plastic 
spoons for preparing salt and sugar solution. The mothers 
are expected to prepare the solution themselves at home and 
have to use a teaspoon for measuring. 

These two difficult kinds of spoon cause confusion and uni- 
fication is necessary. The standardized spoons might be 


taken as a symbol of these women (VHW's 'stethoscope'). 


Financing of VHW Doubtful 


UNICEF agreed to finance the VHW allowances until 1984 or 
1985. By then nearly $ 5,000,000 need to be spent nation- 
wide per annum or $ 120,000 by the district council. The 
council is expected to take over financing the VHW allow- 
ances. There is at present no further income for the coun- 
cil than storekeeper's licences and the profits from beer- 
halls. The council won't be able to meet these expenses 


without other major sources of income. 
WW Cert 


Councillors and Local Chiefs Appoint Their Wives as VHW 


We have received an increasing number of reports that local 
councillors and chiefs appoint their wives as VHW rather 
than asking their community for their vote. The result is 
that the local community distrusts the VHW and grass-roots 
mobilization fails. To fight these power misuses is diffi- 
cult as it is felt to be a touchy political issue which 
many people avoid. This kind of nepotism should be stopped 
drastically to ensure a successful VHW programme. The VHW 
job is often misunderstood as the first step into the 
nursing profession. This becomes obvious when especially 


young women are "appointed" for VHW training. 


CSFA (Child Spacing and Fertility Association) 


CSFA Activities not well Integrated with Other Services 


Grass-root activities take place parallel to those of the 
VHW. Field educators motivate clients, supply the first 
course of contraceptives and refer to the next health cen- 
tre (clinics) for a medical checkup. The problem with this 
arrangement is that the educators and their superiors work 
partly independently of other health workers. Cooperation 
is more the result of individual interest than institution- 
al links. As the number of educators is small, one might 
ask oneself if it might not be worth adding child-spacing 
knowledge to the VHW syllabus and have one type of grass- 
root level worker who fits into the health-care infrastruc- 


ture. 


Lack of cooperation and links is not only a problem of the 
CSFA workers and their medical counterparts. Interministe- 
rial cooperation between the ministries of agriculture, 
education and culture, community development and women's 
affairs is sporadic and needs more emphasis. It is inter- 
esting to see that communities where those links were estab- 
lished appear to be better organized and are more able to 


articulate their needs and demands than less organized groups. 
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Health Centre Level 


This is the “lowest” level where full-time health workers 
are employed. It is the institution from which new ideas 
should be spread into the community. They should be staffed 
by two medical assistants (nurses) and helpers. Attached to 
a Clinic is one health assistant who is employed directly 
by the Government. The employers of the clinic staff itself 
are the district councils, missions and mines. Mine clinics 
and hospitals look after their employees and their depen- 
dants. UFC and ANC can be attended by everybody free of 


charge. 


Poor Job Incentives for Rural Health Workers 


Rural clinics are understaffed and often not adequately 
equipped and maintained. Adding to this we face another 
problem: if an employee leaves one employer to take up em- 
ployment with another he/she has to start from the very 
bottom of the salary scale. This decreases the chances of 
health workers moving into rural areas quite markedly. 
These hardly justified structures which were inherited from 
the previous regime need to be abolished as soon as possi- 
ble to prevent further brain drain from the rural to the 
urban areas. In fact, it should be just the other way round: 
a bonus for working in a rural setup; good housing and ade- 
quate working conditions should first be implemented in the 
rural clinics to improve health services for the majority 


of the country's population. 


(a) In addition, there is a tendency on the part of cen- 
tral and specialized hospitals to get less and less 
involved in any PHC programme. This will have a 
marked negative effect on the whole programme. If only 
the rural clinics and hospitals are left alone with 
the task of implementing PHC the brain drain and man- 


power drain to urban facilities will even increase. 
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(b) A flagrant example of this was the announcement of a 
designated psychiatric hospital to withdraw from 
every "mother and child health care" activity and 
VHW ‘supervision. This is quite a setback as this hos- 
pital served a big communal area and performed seven 
Outreach UFCs per month. The community nurse now trav- 
els from her station to another government hospital in 
order to perform a UFC. This is a disastrous situation 
in my eyes. The staff from much smaller units cannot 
be expected to increase their activities whilst other 
well staffed units simply withdraw. We hope this situ- 


ation will be corrected soon. 


The workload which the staff in the rural clinic faces re- 
sults in a rather curative-oriented approach. The introduc- 
tion of preventive programmes is only adopted reluctantly 
e.g. expanded programme on immunisation, (EPI), a new com- 
prehensive mother and child health care (MCH) system etc. 
Beside this our local district council appears to have 
difficulties in running its clinics. Council officers of- 
ten lack an understanding of the importance of the punctual 
delivery of drugs, paraffin for fridges and other urgently 
needed goods. Without deep understanding the clinics will 
not be serviced and attended to as they need to be in order 


to offer reliable services to the community. 


Health Assistants Move to Abattoirs 


The situation of health assistants employed directly by 

the Ministry of Health is similar. These health workers 

are responsible for water and sanitation projects; check 

if the required hygienic measures at stores, butcheries, 
beerhalls, etc. are met; and they play an important role 

in the field of health education, TB and leprosy tracing. 
Form IV ( nine years of schooling) is the required entrance 


qualification for the three year course. After graduation 
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their salary is markedly lower than that of their counter-~ 
parts in e.g. the educational field, not to mention people 
who work in the private sector. Furthermore, health assis- 
tants lack prospects for promotion. Many of them therefore 
leave the health services as soon as they find another job. 
And that is not very difficult as they are highly qualified. 
Many are employed by abattoirs where they work as meat 
inspectors after having undergone only some additional 
training. It appears that a review of the salary structure 


in the health services is urgently needed. 


Preventive Activities at Health Centre Level 


A well established service is the ante natal clinics (ANC). 
More than 50 percent of the pregnant women attend these 
clinics. Mothers are examined clinically, urine, BP and 
weight are checked and tetanustoxoid is given. More empha- 
sis will be placed on finding out the mothers at risk who 
need to deliver in hospital, those who should deliver ina 


clinic and those who can give birth at home. 


Under-fives Clinic (UFC) 


The clinic staff took over the UFC conducted at the clinic 
itself and one to two outreach sessions after the expanded 


programme on immunisation had been launched in 1982. 


After the staff had been convinced that the implementation 
of this programme is quite possible, we now face many 
logistic problems: the paraffin fridges only maintain the 
required temperature up to an outside temperature of 327 e. 
Most of the fridges fail in spring and summer. The gas- 
converting kits have been "in the pipeline" for at least 

a year ... The consequences of fridge failures are well- 


known. 
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Vaccines, disposable Syringes and needles are quite often 
in short supply. These problems cause mothers to loose 
motivation to walk up to 5 km only to be told that their 
children cannot be given important vaccinations e.g. 


against measles. 


The health staff are still mainly geared to the vaccination 
aspect of UFC rather than to using the opportunity of exam- 
ining the child and giving individual advice. Generally 
speaking, UFL is misunderstood as a vaccination session 
(result of WHO/EPI models?) . 


EPI Equipment for Clinics 


The clinics were supplied with two different kinds of vac- 
cine carrier. One is quite sturdy, insulates adequately and 
is nice to handle. The second one is just the opposite con- 
cerning all the mentioned criteria. The icepacks are not 
interchangeable which leads often enough to unnecessary con- 
fusion especially among the non-trained staff members. Be- 
side that: both types of vaccine carrier are too small to 
accommodate vaccines and icecubes for an outreach session. 
Each clinic would require two bicycles to carry the fol- 
lowing: two vaccine carriers, the hanging scale, the BGG 
kit (which is partly a luxury ballast anyway), disposable 
syringes, needles and the Road to Health cards etc. And one 
might even expect the nurses to carry some visual aids for 
health education. But the bicycles have not arrived yet. 
Why is it not possible to ask the people who have to work 
with this material what they want and find best? It is 
similar at district hospital level: there one can find a 
big icelining fridge, the icelining does not work under 
permanent electricity supply conditions anyway, and an even 
bigger deep freeze. Both are partly used and most probably 
will never be used fully. 
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Why are things like the ones mentioned ordered centrally 
without consultating the people who have to work with the 
equipment? 


Transport 


As we have mentioned, transport is a problem. Public trans- 
port is not suitable in most cases and vehicles are short 

as well. Especially as the transport vote for the Provincial 
Office of Health was cut for this financial year. Increased 
outreach activities and smaller transport vote hardly match. 
We have to cut down our monthly UFC to a session once every 
two months to maintain the present coverage. But increased 
activities are necessary as people are being resettled in 
former commercial farms. And these farms are often situated 


out of the reach of any of the functioning clinics. 


New Health Centres not Built in Areas of Greatest Need 


Funds for the construction of new clinics were made avail- 
able from overseas. The Ministry of Health, the Ministry of 
Construction and the district council were mainly involved 
in the siting of those clinics. The district health service 
authority was never consulted concerning the siting. The 
money for the construction had to be spent within a certain 
time and therefore a place with existing water supply ap- 


peared to be favourable. 


In the district in question one clinic with staff houses 

was built within the 5 km radius of the designated district 
hospital (a working mission hospital) next to the road lead- 
ing to the hospital and 6 km away from another functioning 
clinic. This is poor planning, especially as other clinics 
in desperate areas have not been completed after more than 
two years of building work. We may experience a “developing- 
aid ruin" next to a hospital whilst people in remote areas 


find their clinic still not functioning due to lack of funds. 
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District Hospital Level 


A functioning referral system from the grass roots to the 
district hospital and to the national referral centres is 
included in the PHC approach. One therefore has to assess 
the overall situation of the Mission Hospital which is the 
designated district hospital. 

It belongs to the Reformed Church, but is dependent on gov- 
ernment grants to a great extent as the Church has hardly 
any funds to spend on the hospital. And it is not allowed 

to charge hospital fees which could be used to meet hospital 
expenses. This setup results in an extremely unpleasant sit- 
uation: government grants only one-third of the staff who 
are necessary according to government standards. The basic 
grants for patients’ food, maintenance etc. were cut by 37 
percent. In addition we have to calculate on the basis of a 


16 percent inflation rate. What does this mean? 


Beside the deterioration of any equipment in the wards and 
theatre and of the buildings themselves we face a reduction 
of the training of medical assistants (at least, no new in- 
take of 20 students for 1984). We cannot play our important 
role of training staff for rural clinics and hospitals. The 
performance of any more new UFCS near the hospital is more 
than doubtful. The new "Mother and Child Health" policy 

aims at the availability of UFC and ANC at any health insti- 
tution at least five days a week. With the little staff we 
have it might not be possible to implement this. 


The hospital amulance which was used for any outreach and 
doctors’ visits to the clinics in the district broke down 
early last year. We now depend on transport from the Minis- 
try of Health. These cars only arrive between 9.00 and 10.00 
hrs. even when we asked them to be here by 7.30 hrs. That 
leads to a general delay of any activity outside the hospi- 
tal, with something like a vicious circle as the final 


result: the UFC team arrives late - the mothers tend to 
come even later to avoid periods of waiting - a second 
session is even more delayed - the staff return home only 


late in the evening and are therefore reluctant rather than 
enthusiastic about going out. And with hardly motivated 
nursing staff an end of such a programme is almost predict- 
able. A vehicle stationed here or the possibility of col- 
lecting the car on the evening before the trip out would 
improve the situation markedly. But the latter proves to be 
difficult as these government vehicles may only be driven 
by government employees with a special driving licence. And 
a driver's stay overnight appears to be difficult to ar- 
range. We can therefore observe a general tendency to con- 
centrate on the curative-clinical aspect of hospital activi- 
ties. Which might be fair as our Hospital functions as the 
provincial eye unit as well as the district hospital. The 
mentioned tendency is supported by the fact that the pro- 
vincial hospital and other specialized provincial units per- 
form hardly any PHC activities outside their premises even 
though they are almost overstaffed. That is not very encour- 
aging for those who work under definitely poorer conditions 


at district hospital and clinic level. 


Community Nurse 


The gaps between the areas covered by the clinics and the 
hospital are filled by a mobile team from the Provincial 
Medical Office of Health (PMOH). The district community 
sister and several medical assistants form this team. Con- 


straints faced by this team are the following: 


1. Whilst the EPI programme is expanding, the transport 
vote has been cut. All sites can now only be visited 
on a two-monthly basis instead of a monthly visit. It 
is difficult to accommodate new sites, and new ac- 


tivities, i.e. school health programmes. 
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2. Shortage of vaccination from the Ministry of Health. 
This is a rather unnecessary constraint, which may 
result in decreasing attendance as mothers have to be 


sent back home without getting their children vacci- 
nated. 


Summarizing Comment 


The country has a basically good health infrastructure, mo- 
tivated people on all levels and sufficient national funds 
available to implement a smoothly working PHC system. 
UNICEF and donor countries in particular are helping with 
big inputs. To achieve a dynamic self-supporting PHC pro- 
gramme one has to make a move from talking about it to ac- 
tually doing it. This clearly includes cutbacks in the 
partly overstaffed central and provincial hospitals in fa- 
vour of the rural areas with all their consequences con- 
cerning fund allocation etc. Every effort should be made 

to increase the output of trained nurses as opposed to the 
situation in our district. PHC must be more emphasized in the 
nurses', doctors' and other health workers' training. Any 
shortages of vaccines and EPI equipment appear unnecessary 


in our context and are a threat to the programme. 


At present, all aspects of PHC have been delegated from 
the Ministry of Health to the people. More people's par- 
ticipation appears appropriate to ensure successful pro- 


grammes. 
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DISCUSSION 


Mr. Segall underlined the progress the young state of Zim- 
babwe has been able to achieve in connection with the imple- 
mentation of its primary health care sector. The Ministry of 
Health has sought to strengthen its influence on the various 
levels of the health care system. The establishment of a new 
ministry for community development and women affairs repre- 
sents an attempt to stress the priority claim of community- 
Oriented primary health care. It was found that, compared to 
other African countries, the annual per capita cost incurred 
by health care services in Zimbabwe (16 Zimbabwean dollars) 
were exceedingly high and above the average. This should how- 
ever not obscure the fact that health expenditures are ex- 
tremely disproportionate—an inheritance from the colonial 
era. Expenditures for the most privileged class (representing 
3 percent of the population) are 300 times larger than those 


spent on the most disadvantaged groups (3% of the population). 


Mr. Kleinau reported that training and advanced training pro- 
vided in a project carried through at grass-root level in 
Cameroon, is financed jointly by missions and coordinators. 

At the secondary level, the training courses—financed by 

the German Agency for Technical Cooperation—are organized in 
collaboration with the School for Paramedical Personnel, the 
physicians of the various divisions, and specialists from the 
provincial hospitals. It is planned to include to a much greater 
extent the medical officerat division and provincial level 


in the training activities in the near future. 


Amounting to 98 percent, the rate of participation in the 
advanced training courses is very high. This is not least 
attributable to the attractive allowances the students are 
granted. However, experience has shown that the participation 
in such advanced training courses is largely sought after—even 


if the allowances were lower or stopped altogether. 
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The question as to whether the instructors or community health 
workers, respectively, have undergone a specialized training 

in public health and whether. in instructing on public health 
issues they may draw on a carefully prepared syllabus (Warning) 
was answered in the negative with regard to Cameroon. Only 
physicians undergo some kind of training in public health. 
Referring to Guinea, Mr. Ettrich pointed out that the reve- 
nues from medication sales ‘were controlled bya village com- 
mittee. According to Mr. Korte, the remuneration of primary 
health care personnel via the government is to be considered 
as being problematic. Mr. Bichmann drew the attention to 

the fact that although the financial share of the donor 
‘agencies is rather negligible, it nevertheless plays an es- 
sential role in primary health care. He suggested that an 
alternative financial plan be adopted, according to which 

the government assumes responsibility for the funding of 
PHC-activities; in this way, the donors were able to support 
other public health domains. By way of this revised form of 
allocating the resources, the government would gradually 


be fully responsible for PHC-programmes. 


The establishment of a health cooperative was found to be 
one possibility of strengthening self-help activities.In 

the event that the funds required for a broad-based imple- 
mentation of primary health care programmes cannot be raised 
at grass-root level, health cooperatives are an efficient 
tool serving to finance at least part of the programme, e.g. 


a MCH-programme. 


Mention was made by Mr. Diesfeld of an investigation carried 
through in Upper Volta from which it is evident that the volume 
of medication dispensed by a health worker is determined by 

his level of training: whereas the curative orientation of 
training is conducive to increased drug consumption, a pre- 


ventive orientation is suited to reduce it. In addition, at- 
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tention must be drawn to the private drug markets, which may 
seriously interfere with the health worker's efforts to 
provide for an adequate drug dispensation; his reputation is 
measured by the extent to which his medical supply can 


compare with that available on the market. 


Mr. Reitmaier reported that owing to a complete lack of 
drugs to be observedin former times, primary health workers 
in the Cape Verdean Islands were: unable to dispense medication. 
Nowadays, a small volume of basic drugs is dispensed only 
by qualified health workers,assigned to posts in distant 
regions, because experience has shown that the volume of 
drugs dispensed increases with the decreasing qualification 
of the health staff. Special treatment in our days is pos- 
Sible only on the basis of a prescription ; in this case, 
the patient must procure the medicine on his own, with the 
health workers assisting only in the therapy (Exceptions 


from the rule are cases of leprosy and TBC). 


Mr. Roemer referred to a number of positive examples of 

mixed financing as practiced in primary health care services 

in the People's Republic of China, where local cooperatives 
as well as government and patients—the latter however with small 
sums—contribute towards the overall financing of primary 


health care services. 
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SUMMARY OF WORKING GROUP FINDINGS (5-8) 


Rapporteur: G. Lachenmann 


Organization aspects were discussed, putting the main focus 
on how to give the necessary support and create favourable 


conditions for PHC. 


Special attention has to be paid to the link or interface 
between the formal health system and its different levels 
on the one hand, and the informal health system, consisting 
of the village or community health worker (VHW/CHW), the 

traditional birth attendant (TBA) and the community itself 


on the other. 


Also, at the intermediate level supporting mechanisms are 
often weak and receive little attention. Central level support 
mechanisms have been discussed for a long time but seem to be 
one of the very critical points of PHC, especially if one 


includes the coordination of external support. 


Great emphasis is attached to the role of the community which 
should be assigned the entire responsibility and competence 
fro controlling and supporting the CHW, who should not be con- 
sidered only as delivering another lower form of training, 
added to a hierarchically structured formal system and line 

of command. It is recognized that this is very difficult to 
achieve and this social and political control and autonomy is 
often not easily reconciled with the technical, bureaucratic, 


and financial requisites, but should be very seriously aspired. 


The preprequisites for this link between village level and 

health system is a clear line of the supervisory structure and 

of the organization of the health system, starting from CHW to the 
Village, the technical supervisor, the health centre (district 


hospital),,and the district medical officer. 
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In this structure, organization and management comprises the 
information flow, continuing education, quality control, motiva- 
tion support, and disciplinary control. Although the system 
should be vertically structured, this does not mean that the 
authority line should lead from top to bottom: the VHW is 

not a less well training doctor, but each level and each 

health worker’ has to be judged in its own right and respected 
by the other levels. 


Formal and informal relations between the levels have always 
to be both ways such as the communication process, which 
should not only pass down orders, and supervision is not 
only a matter of control but of support in order to enable 


people to take care of their own health. 


As many VHW's are volunteers, they cannot be sujected to pro- 
fessional control in the strict sense, and the community is 

the only authority to supervise the VHW (in addition to rendering 
support). Supervision is provided by specially trained people 
employed in the formal health system. This social and political 
supervision can be exemplified with regard to the financial re- 
muneration of CHW's. It was even suggested that when in a 
programme a financial remuneration is foreseen through central 
funds, it should be channeled through the community. As this 
would imply a formal budget, requesting administrative control, 
this seems, however, not feasible from the Government's point 

of view, it is recommended that the community (through its health 
or development committee) should administer revolving funds for 
medicines and decide on the payment of the VHW out of the sur- 


plus of selling medicines. 


It must be taken into account that it does not correspond to 
the philosophy of PHC to delegate more and more tasks of health 
care to the VHW, which the formal system cannot fulfil. They are 


not a substitute for good professional health care. 
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The professional orientation until so far has not been to- 
wards PHC; continuous education has to take place, which, at 
the same time, provides support and leads to perception and 
resolution of problems according to the specific Situation. 
This information flow from below can best be obtained in group 


discussions, including the different levels. 


Authority is felt not to proceed from hierarchical structures, 
but from the social status of health workers Originating from 

the quality of their work, their dedication etc. This stems 

to a large extent from the professional socialization, re- 

ceived during training, but of course is influenced by conditions 
of work and can thereby be stimulated by all kinds of material 


and immaterial incentives and rewards. 


It can be diagnosed that support by the intermediate level 

to PHC-programmes is one of the weakest points in PHC. De- 
pending on whether one deals with a project for a well-defined, 
limited group of the population or a nationwide programme, 
means of supervision and support have to be defined. The line 
of supervision should be clearly organized and corresponding 
task descriptions at intermediate level worked out. Super -— 
visory activities should not be restricted or determined by 


drug supply. 


Intermediary level support also consists in Proviecing an ade- 
quate balance between preventive and curative services. This 
means that the PHC support structure should not be a parallel/ 
vertical one, but at each level, the curative institutions 
should be involved in order to serve as reference level, pro- 
Viding curative services and to give Support to preventive 


ones by supervision and recurrent education. 


Also at the central level, an organizational restructuring pro- 
cess is required. Experience shows that a special directorate 
for PHC in the Ministry of Health can ensure a better allocation 
of funds for PHC (although this has not yet been achieved very 


often) and a reallocation of existent resources as well as of 
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those added. A PHC department outside the Ministry of Health 


is felt not to serve the purpose. 


Legislative action has to be taken, e.g. with regard to legi- 
timization of VHW's and traditional birth attendants in the form 
of identity cards. Also, the necessary standardization and 
approvement of syllabi for PHC must provide the platform for 

an approach with necessary authority, without however leading 
to a top-down planning approach. The central level should dele- 


gate its functions with regard to logistics and transport. 


The aspect of transport was given special attention, as at 

the same time it can serve as an incentive, providing the 
possibility to acquire private possessions, e.g. a motorcycle. 
However, it must be avoided to negatively sanction supervisors, 
who ttilize their means of transport for a large number of field 
travels, and to introduce standards of travelling allowances 


etc., which cannot be maintained after external support has expired. 


The delegation of power should be guaranteed by creating 
mechanisms to represent the communties or the health/development 


committes at the higher levels of organization. 


This organizational support structure can best be promoted through 
external donors, by supporting all activities related to train- 
ing, continuous education, mobilization, and motivation of polit- 
ical and communal support. Of course, donors can only play an 
advisory role in the organization, but support can be given 

also with regard to institution-building. This seems especially 

in order where procedures in dealing with donor agencies are 
concerned, as countries cannot cope with the requirements of 
project applications,and also as far as the coordination of 


externally-supported PHC programmes is concerned. 


There are fundamental deficiencies with regard to the coordina- 
tion of PHC efforts at national authority level and at the levels 
of multilateral agencies and the international donor community 


as such, including national and international NGO's. The funda- 
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mental lack of a managerial process in PHC, especially at the 
medium level, is a very critical point, which might endanger 


the very success of the strategy as a whole. 


In order to remedy this situation, the Health Resources Uti- 
lization Group, with secretariat at WHO Headquarters, has been 


created for the purpose of 


- rationalizing the resource flow to PHC within the countries and 


from donors, 
- increasing the total flow to PHC. 


With regard to the national level, this mechanism seems to 

be able to establish a permanent national managerial process 

of resource flow and coordination, without being a one-moment 
Static picture and including information from other fields and 
sectors. With regard to the international level, this 

mechanism might overcome the fact that roundtables can only 
reflect the lowest possible denominator of individual positions, 
and start a process of communication, which is able to modify 


these positions during the negotiating process. 


As far as bilateral donors are concerned, the practice of apply- 
ing a ‘blueprint'’approach to the PHC programmes and projects 
supported by them,can, be criticized. On the other hand, standardi- 
zation is felt to be missing from the point of view of the 
bilateral decision-makers, as far as donor agencies and national 
policies are concerned, which could make external support more 


effective and efficient. 


Possibly, the idea of coordination within a hierarchically 
Organized, clearly defined and rigid system must be renounced 
in some countries in favour of a concept of a social network, 


within which communication and change may take place. 


Then, the relationship between NGO's and the State has to be 
focussed on as one of the major coordination aspects, as donors 


tend to prefer to cooperate with them, with the inherent risk 
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of building up a parallel structure. In this case, 


- the concept of coordination of NGO's among themselves 
is very important, gaining momentum in many countries and at 


international level; 


- from this unified perspective, NGO's could be able not to 
see themselves in an antagonistic position with regard to 
Government, but try to support it in implementing PHC policy, 
without, of course, generalizing the overall inefficiency and 
without losing their gqguasi-autonomy, which creates a dynamic re- 
lationship between coordination on the one hand, and elabora- 


tion of different models and experiments on the other. 


Another conclusion was that the orientation must achieve not 

a technocratic, top-down coordinating procedure but-——combining 
the administrative © and the political aspects—a health move- 
ment by which the underlying causes of bad health can be at- 
tacked and larger and smaller forces,influencing the PHC process, 


be combined and taken into account. 


As a final conclusion we arrivéd at the fact that it is first 

of all the sole responsibility of the Government to achieve 
coordination and before all to take the decisions required for 
the reallocation of funds. But, in an interactional process, 

at the same time patterns of external assistance have to be 
changed with regard to concepts ‘to be homogenized and modalities 
to be modified such as to include running costs, and to an ab- 


solute increase in total funds attributed to PHC. 


171 


DISCUSSION 


Experiences gained in various projects have shown that the 


communities, by way of selection and supervision, are well 
able to exert control over their village health workers. 


Various national integration mechanisms, including primary 
health workers' participation in health planning, their re- 
muneration from government sources, and supervision of their 
local activities by central authorities were criticized by 
the delegates as being an abandonment of the principle of 
community participation. It was felt that the desired involve- 
ment of the population in the design of health care cannot 
develop as expected. Mr. Matomora pointed out that the deci- 
Sion aS to who pays salary to whom should better be left to 
the communities themselves. Rigid guidelines laid down by 
the authorities in determining the remuneration of village 
health workers are opposed to the principle of community in- 


volvement. 


The example of Benin showed that surpluses from drug sales 
were claimed by the village health committee for the purpose 
of remunerating its health workers—indeed an efficient example 


of its supervisory function. 


Pertinent circles in Zimbabwe feel that in view of the ever- 
increasing volume of tasks to be assumed by village health 
workers the latter Should be granted a fixed sum—from whichever 
source it may derive—which would be administered by the com- 


munity and subsequently paid to the village health workers. 


The solution of problems arising in connection with the 
motorized transport of supervisors, working at the lower levels, 
was another point of discussion; it was recommended that 
Supervisors should be offered the opportunity to purchase 
their own motor vehicles on the basis of instalments. Expenses 
arising in the event of official field trips would be reim- 


bursed, with the money being used for purposes of car maintenance 


In this way, a flexible system is established which not 
only ensuresthe long-term maintenance of the car pool, but 
Will also, continue to function ,:oncethe project has been 


taken over by the respective government. 


Mr. Matomora emphasized that the work of primary health care 
workers calls for particularly committed people, since their 
salaries do not comply with their status and fokmal qualification 
and cannot be compared with the remuneration criteria applied 


in the overall national health hierarchy. 


Mrs.Oberhoffer requested that mutual coordination among the 
various donors should be strengthened. She pointed out that 

the non-governmental organizations, particularly denominational 
organizationsin Europe, .are freauently meeting for the purpose 
of exchanaing relevant experiences. No comparable meetings are 


observed in Third World countries. 
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MORE SCHOOLS OF PUBLIC HEALTH - A WORLDWIDE NEED 


Milton I. Roemer 


The national health systems of the world are woefully defi- 
cient in personnel competent to deal with the health problems 
of populations and primary health care. A major contribution 
to solution of this difficulty would be the establishment of 
schools for higher education in public health in much greater 


numbers and with much greater resources than now prevail. 


Evolution of Schools of Public Health 
eee VE SULA nealtn 


Compared with schools of medicine, pharmacy, nursing or other 
schools training personnel oriented to the individual patient, 
schools of public health have arisen quite recently. Unlike 
most major developments in health systems, this one started in 
the United States through the initiative of William Sedgwick 
at the Massachusetts Institute of Technology in 1912. A year 
later the M.I.T. School combined with Harvard University and 
evolved soon into the Harvard School of Public Health. In 1376 
the School of Hygiene and Public Health was founded at Johns 
Hopkins University.1/ 


Earlier educational programmes on hygiene had, in fact, been 
started in Europe, but they did not develop into independent 
schools of public health, as now conceived. In 1882, the Ger- 
man State of Bavaria established an academy for postgraduate 
training of official public health physicians at Munich; al- 
though this academy still exists, it has no university ties 
and there are no full-time faculty members .2/ In 1906 the 
Leningrad (then St. Petersburg) Institute for Advanced Medical 
Studies offered postgraduate public health courses to physi- 
cians, along with courses in various other medical specialties. 
In 1908, the University of Liége in Belgium established an In- 
stitute of Hygiene and Social Medicine, but it was and still 
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is an appendage of the medical faculty. All three of these 
early institutions were and still are limited to physicians, 
for whom certain postgraduate courses have been offered with- 


out leading to an academic degree. 


In most countries throughout the world, there are schools or 
faculties of medicine containing departments of public health, 
preventive and social medicine, community medicine, or similar 
fields defined by other terms. These departments devote their 
major efforts to teaching "undergraduate" medical students, 
but about 100 of them also offer postgraduate courses for phy- 
Sicians (occasionally for others) and sometimes a special aca- 
demic degree. Because of the intimate linkage of these schools 
to medical faculties, their customary restriction to physi- 
cians, and their typically meagre academic resources, one can- 


not properly regard them as schools of public health. 


After the early innovative schools in America, perhaps the 
next properly defined school of public health in the world was 
the London School of Hygiene and Tropical Medicine, founded in 
1924 as an independent faculty in the University of London. 
(An earlier Royal Institute of Public Health and Hygiene was 
not affiliated with any university and did not develop.) In 
1925, the University of Toronto established its School of Hy- 
giene, although postgraduate public health instruction had 
been offered earlier in the medical school. Perhaps the first 
school of public health in a developing country was the Insti- 
tute of Public Health within the University of the Philippines, 
founded in 1927. From the outset, this school offered instruc- 
tion to sanitarians, statisticians, and other health personnel 
beyond physicians. Another relatively early institution ina 
developing country was the All-India Institute of Hygiene and 
Public Health, founded in Calcutta in 1933. 


After World War IJ, an appreciation of the importance of grad- 


uate studies in public health increased throughout the world. 
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By 1971, the World Health Organization reported on 121 insti- 
tutions in 44 countries, although nearly half of these were, 
in fact, departments in medical schools teaching primarily 
undergraduate medical students. By 1984, unpublished documen- 
tation of WHO indicates that graduate studies in public health 
had expanded to 214 institutions in 54 countries, and now a 
substantial majority of these were medical school departments 
teaching predominantly medical students. Even if we consider 
only independent schools, not included within a medical facul- 
ty, a major share of them still restrict admissions to physi- 
cians. Among the independent schools in developing countries 
open to the numerous non-medical disciplines are several 
schools of public health in Latin America, the High Institute 
of Public Health in Alexandria (Egypt), the School of Public 
Health in Teheran (Iran), the School in Seoul (Republic of 
Korea), and the School in Ankara (Turkey). In developed coun- 
tries, the great majority of schools are limited almost en- 
tirely or exclusively to physicians. In the United States, how- 
ever, with more independent schools of public health than any 
other country, all of them (more than 20) customarily admit 
persons of many different backgrounds, including the social 
sciences. In all but the two oldest schools, furthermore, the 
great majority of students come from backgrounds other than 


medicine. 


The Importance of Independence 


The statement above that a properly defined school of public 
health should be independent and not a department within a 
medical school is relevant to the central mission of this type 
of institution. Unlike the orientation of a school of medicine 
(or dentistry, pharmacy or veterinary medicine), the concern 
of a school of public health is with populations. Schools 
oriented to individual patients inevitably must have a special 
viewpoint. Their educational programmes are built on basic 


sciences of anatomy, pathology, biochemistry, physiology, etc. 
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The pathways of their curricula culminate in internal medicine, 
surgery, pediatrics, obstetrics, ophthalmology, neuro-psychia- 
try, etc. Aside from the classroom, their places of learning 
are the laboratory and the hospital ward. Their major goal is 


to teach diagnosis and treatment of the sick patient. 


Being concerned with populations, the orientation and educa- 
tional programmes of schools of public health must be very 
different. Their tasks are mainly preventive and curative es- 
sentially in an organizational sense. The basic sciences of 
public health are not anatomy, etc., but statistics, sociology, 
economics, political science, nutrition, sanitary engineering, 
management, ecology, etc. The culmination of their curricula 
is in disciplines relevant to populations and communities: 
epidemiology, health education, disease control programmes, 
public health planning, health care management, applied nutri- 
tion, environmental sanitation, occupational hygiene, health 
information systems, and so on. Their major places of learning 
are not at laboratory benches or bedsides, but in communities, 
urban and rural, and at local, intermediate, and central lev- 
els. Of course, there are also certain biological aspects to 
public health, but its central goals and its daily tasks are 


social. 


This differentiation between education for clinical medicine 
and education for public health should clarify the importance 
of independence for schools of public health. The rationale is 
not simply conceptual and academic. Compounding all the latter 
distinctions is the fact that in the long history of medicine, 
public health is a newcomer; it is not only different, but it 
is young. As a result, among the dozen or more departments of 
a medical school that which is devoted to public health or so- 
cial medicine (if it exists at all) is invariably at the bot- 
tom of the pecking order. This translates into weak resources, 
limited curriculum time, and low professional status. Such 


handicaps are observable in the schools of both industrialized 
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and developing countries, and they are seen in countries near 
both the right and the left poles of the political spectrum. 
If such a public health department acquires the academic au- 
thority to offer postgraduate instruction, its resources may 


be somewhat strengthened, but its general disadvantages remain. 


Empirical evidence of the benefits of independence is observ- 
able in the United States, where most schools of public health 
are independent, but a few are departments in medical schools. 
The latter have some excellent faculty members, but their over- 
all resources are much weaker than those of the independent 
schools. Likewise, of the eight schools in Great Britain list- 
ed by the 1971 World Health Organization Directory, only one 
is fully independent; its faculty of 70 full-time members com- 
pares with an average of about six in the medical school de- 
partments of social medicine. By 1982, in fact, one of the 
British medical school departments had terminated its graduate 
public health programme. The academic environment of patient- 
Oriented clinical medicine is Simply not conducive to the 


growth of the community-oriented public health discipline. 


All of this is not to imply that the schools of public health 
that now exist have the capabilities and orientation discussed 
above. Many schools, in both developed and developing coun- 
tries, are seriously weak in faculty resources, libraries, com- 
munity laboratories, and - most important - their philosophi- 
cai orientation. Some schools are still inseparably wedded to 
the concept that public health is Synonymous with the preven- 
tion of infectious disease, and nothing more; they have yet to 
understand the full implications of a science of the "health 
of populations". These deficiencies, however, do not logically 
lead to rejection of schools of public health; they call for 
strengthening their resources and modifying their viewpoint to 


accord with the vast health needs. 
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The Great Need for Expansion 


If we consider, then, the independent or academically autono- 
mous schools of public health, their global availability to 
educate the public health personnel needed in the world is 
pitifully small. All but a few countries have only one such 
school. In India, for example, there are more than 100 medical 
schools (for some 700,000,000 population) and only one fully 
developed school of public health. (There is, however, now an 
autonomous National Institute of Health and Family Welfare, 
oriented principally to family planning and population prob- 
lems; it is under the jurisdiction of the Ministry of Health 
and Family Welfare but is affiliated also with Delhi Universi- 
ty. Also in Calcutta there is now a separate School of Tropi- 
cal Medicine, in addition to the All-India Institute of Hy- 
giene, but its teaching is limited to tropical medicine and 
hygiene.) Yet, as everyone knows, India's tremendous health 
problems demand the strategies of public health far more than 
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those of clinical medicine. Italy is unusual in having 22 
postgraduate institutes of hygiene, but all of them are at- 
tached to medical faculties and open only to doctors. In the 
Soviet Union, the 15 places for postgraduate training in pub- 
lic health are all subdivisions of Institutes for Advanced 
Medical Studies, restricted to physicians undertaking special- 


ty qualifications. 


The situation is more typical in Indonesia, where there are 
some 140,000,000 people, and one school of public health - 
without postgraduate public health training being available in 
any medical school. The same applies to Pakistan, with a popu- 
lation of 90,000,000, and to Mexico with a population of 
70,000,000. Even a highly developed country like France has 
only one school of public health and limited postgraduate 
training at eight of the nation's 37 medical schools. Japan 
too has only one school of public health, under the jurisdic- 
tion of the Ministry of Health and Welfare. 


Yet all of these countries, and the rest of the 160 nations in 
the world have enormous needs for properly educated public 
health personnel. The needs are not only for physicians with 
some knowledge and competence in working with populations, but 
also for managers, health educators, statisticians, nutrition- 
ists, environmental sanitarians, occupational hygienists, pub- 
lic health nurses, and epidemiologists of infectious diseases, 
chronic non-infectious disorders, mental disease, trauma and 
much more. Specialists are needed in maternal and child health, 
in rehabilitation of the aged, in the health problems of rural 
areas and urban slums. As stated by Professor C.-E. A. Winslow 
30 years ago, “public health is not a branch of medicine or 
engineering, but a profession dedicated to a community service 
which involves the cooperative effort of a dozen different 
disciplines, "2/ 

The need is not only for health personnel trained in the spe- 
cial technology of each of these fields, but particularly also 
for personnel who have been inspired and motivated to serve 
population groups. Sensitivity to the pains and problems of an 
individual comes easily to most human beings, but to appre- 
ciate the pains and problems of a population requires a great- 
er depth of understanding. Appropriate educational content and 
effective teaching methods can do much to impart this social 


sensitivity and motivation. 


Urgent Needs in Developing Countries 


In developing countries, the need for strong schools of public 
health is especially urgent. Since 1978 and the Alma Ata Con- 
ference on Primary Health Care, almost all developing coun- 
tries have become committed, at least in their espoused poli- 
cies, to the extension of primary health care to everyone. 
"Health for all by the year 2000" is the goal declared by al- 
most every Minister of Health. Primary health care includes 


the treatment of common ailments in every local community, but 
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its major emphasis is on disease prevention and health promo- 
tion. In many countries, the ministries of health at central, 
provincial, and local levels have been reorganized to facili- 
tate implementation of this policy. Thousands of briefly 
trained "community health workers" have been turned out to 
provide primary health care in the villages. Health posts, 
clinics, and health centres have been constructed to house 


these and other personnel. 


The intentions and the plans are fine, but investigation of 
the reality is, more often than not, disappointing. In 1982-83, 
I was part of a team studying the implementation of primary 
health care and the development of personnel to provide it in 
six developing countries. Three were such countries of a mid- 
way economic level - Turkey, Dominican Republic, and Egypt, 
with annual gross national products (GNP) from $580 to $1,330 
per capita; three were among the least developed countries - 
Benin, Malawi, and Nepal (GNP of $148 to $300 per capita). In 
all six countries the delivery of primary health care (PHC) in 
communities was a far cry from the programme of activities 
recommended by the World Health Organization and adopted of fi- 
cially by the leadership of these counipieames 

Leaving aside the technical quality of the services, the PHC 
workers spent the great bulk of their time on treating ail- 
ments, not on prevention or health promotion. The time spent 
per patient was very brief, so that it was hardly possible to 
make a diagnosis, and the treatment was inevitably symptomatic. 
Outreach visits to homes in the community were rare; patients 
were expected to come to the health unit. In spite of endless 
advocacy of "community participation" in the entire PHC pro- 
gramme, such activities were practically nil. The same absence 
of initiative was found with respect to "intersectoral cooper- 
ation". Similar discouraging findings have been reported ina 
questionnaire survey of PHC progress in 70 countries by the 


World Health Qrqanieatiee a 
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Most PHC units visited in this six-country study were staffed 
with several personnel, but there was very little evidence of 
teamwork among them. Typically the most extensively trained 
person was head of the team, but staff meetings were hardly 
ever held. Theoretically supervision of local PHC unit activi- 
ties was supposed to come from some medical official at a 
higher level - a district or provincial office, but contacts 
from this office seldom occurred. Drugs and other items were 
often in short supply. In some countries, reports of activi- 
ties were sent by the unit to the higher-level office, but 
rarely was there any feedback or follow-up. The attitudes and 
behaviour of PHC workers were characterized, with rare excep- 
tions, by apathy and lack of motivation. In two of the six 
countries, local PHC units were staffed by young physicians. 
In spite of their university education, their motivation was 
no greater than that of others. In fact, the typical PHC doc- 
tor would hurry through the patients on hand as rapidly as 


possible, and then leave to attend his private practice. 


With such conditions, it is no surprise that the rate of uti- 
lization of PHC units by the local people is typically quite 
low - as judged by comparison with other programmes in the 
Same country (such as health insurance schemes), with health 
care utilization rates in certain other countries (e.g., 
Malaysia or Cuba), with the capacities of the staffs, or with 
obvious evidence of health needs. The people seem not to trust 
or have confidence in the local PHC unit. They often bypass it 
to seek care at a hospital outpatient department, which is 
typically crowded. Sometimes they consult a traditional healer 
or, if they have a little money and a private doctor is within 


reach, they go to him. 


If one searches for the underlying roots of these difficulties, 
the low level of salaries is undoubtedly relevant in the case 
of doctors. In four of the six countries studied, however, the 


major PHC workers are not physicians. This applies to the 
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majority of the world's developing countries, where the sala- 
ries and perquisites of these personnel are usually considered 
adequate. In all developing countries - whether health care is 
provided by doctors or community health workers - there is an- 


other more basic problem, a lack of public health leadership. 


Local health units in an area, without effective leadership at 
the district or provincial level, function like a team without 
a captain or an orchestra without a conductor. Leadership is 
more than the supervision of technical activities; it must 
stimulate inspiration and motivation. But the majority of 
health officials expected to provide this leadership lack the 
interest and the competence required. Many are physicians 
whose basic devotion is to clinical medicine. Others are 
nurses, sanitarians, or health educators in a district or pro- 
vincial office. At this level of the national health system in 
most developing countries, the responsible officials have sel- 


dom had any formal training in public health. 


Personnel responsible for the health of the people in a dis- 
trict or a province or a region - perhaps 50,000 to 100,000 
population - must be able to provide the leadership that usual- 
ly requires special training in public health. They must be 
able to appreciate the conditions contributing to health and 
disease in populations. They must understand the health impli- 
cations of the environment, the role of nutrition, the power 
of effective education in influencing personal health behav- 
iour. They must be thoroughly familiar with the structure and 
dynamics of the national health system in which they are play- 
ing a part. They must understand concepts of interpersonal re- 
lationships in an organization, and the principles of manage- 
ment. They must appreciate the importance of records and ef- 
fective communication. They must know how to consult with (not 
simply command) personnel with less education than their own, 


helping them to mature as health co-workers. 
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The development of this type of leadership is one of the major 
tasks of a school of public health. Beyond this are the tasks 
of training the many specialized types of public health per- 
sonnel discussed above - health educators, statisticians, and 
so on. This need cannot be met by sending a handful of doctors, 
being groomed for national leadership, to schools of public 
health abroad in the United States or Europe, as has too often 
been the policy. Schools of public health must be available to 
personnel in every developing country, perhaps at a ratio of 
one well~staffed school to every 10,000,000 population or 


thereabouts. 


Needs in Industrialized Countries 
Stitt ete een TSOUNTE LES 


The needs for personnel sophisticated about the health of pop- 
ulations in the industrialized countries are probably no less, 
though different in type. The very longevity of people in the 
more affluent developed countries has contributed to a high 
prevalence of non-communicable and chronic diseases, yielding 
a great burden of disability during life. But most of these 
disorders - cardiovascular disease, cancer, diabetes, arthri- 
tis, orthopedic disorders from trauma - are Subject in some 
degree to control by population-oriented efforts. Epidemiolog- 
ical research has demonstrated the relevance of diet, smoking 
Cigarettes, lack of exercise, environmental or industrial pol- 
lution, stress, accident hazards and Other factors. Public 
health strategies can prevent many of these disorders, post- 
pone their onset, or provide for proper therapy if they oc- 
cur. / 

Application of these strategies in populations requires the 
type of education offered in modern schools of public health. 
To a great extent, environmental interventions are required - 
for the reduction of industrial pollution, for example, or the 


elimination of accident hazards. Legislative actions may be 
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necessary, such as the limitation or prohibition of cigarette 
advertising. Health education on diet, exercise, and other as- 
pects of. "life-style" is, of course, important, and a wide 
variety of modalities may be employed to influence personal 
behaviour. Preventive service to the individual patient, of 
course, must also be taught in every school of medicine, den- 


tistry, and nursing. 


In the affluent industrialized countries, the organization of 
medical care has become increasingly complex. In virtually 
every developed country, there are problems of rising costs - 
an escalation much more rapid than the growth of national in- 
come. In part, these higher health expenditures are a reason- 
able result of increased health care utilization by a popula- 
tion that is aging and more health-conscious. In large part, 
however, they are due to serious inefficiencies in the pat- 
terns of health service delivery; physicians make the deci- 
sions on the great majority of services - hospitalization, 
surgery, diagnostic tests, drugs, etc. - for which they bear 
no financial responsibility and from which they may even enjoy 
personal financial gains. There are also problems in the pro- 
motion of good quality of medical care. Correction of many of 
these difficulties calls for skillful organization and admin- 
istration of both ambulatory and hospital care, for the rea- 
sonable use of expensive technology, and for assessment of the 
whole system of incentives affecting medical ee 
These are tasks for the public health establishment of coun- 
tries and regions within them, no less than the efficient pro- 


vision of immunizations or environmental sanitation. 


Training personnel capable of carrying out all these functions 
calls for schools of public health in the developed countries 
as numerous and well-staffed as those required in the develop- 
ing countries. Because of public health's historical origins, 
many people have acquired the habit of identifying the field 


largely with communicable disease control. But when we realize 
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that public health is concerned with all aspects of the health 
and health care of populations, the need for knowledgeable 
personnel can be appreciated to be equally great in developed 


and developing countries. 


Schools of public health are, indeed, more numerous in the de- 
veloped countries. The exceptionally high number of indepen- 
dent schools in the United States is doubtless related to the 
very complexities and difficulties of the US health system; 
with its pluralistic patterns of health care organization, 
thousands of health care administrators of diverse types are 
needed. Recognition of the potentialities of prevention and 
health promotion in the control of chronic non-infectious dis- 
ease has also been especially great in the United States. The 
schools of public health are called on to do extensive health 
services research, in response to the vast inequities dis- 


closed in the whole system and the escalating costs. 


Training for leadership in health teams and for the motivation 
of public health personnel working in a region is necessary 
also in the developed countries. The ratios to population of 
health personnel of all types are, of course, much greater in 
the more developed than in the less developed countries. They 
work both in the public and the private sectors, and are moti- 
vated by diverse incentives, but their performance in the peo- 
ple's interest is subject to positive influence by effective 


public health leadership. 


Feasible Solutions 


If we assume conservatively that a school of public health is 
required to train the personnel needed for 10,000,000 people, 
then for the world's 4,500,000,000 population 450 schools 
would be required. Of course, the realities of national boun- 
daries and varying national populations could never result in 
a perfectly uniform distribution of these schools, but this 


calculation may suggest the order of magnitude of need. 
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There are more than 1,200 schools of medicine currently in the 
world or one for each 3,750,000 population, not to mention the 
thousands of schools training nurses, pharmacists, technicians 
and many other types of clinical health worker serving indi- 


vidual patients. 


Considering only the independent schools of public health, not 
subservient to clinical medicine faculties and open to persons 
of the many public health disciplines (not solely physicians), 
there are certainly fewer than 100 in the world today. With 23 
such independent schools in the United States alone, most 
countries do not have even one. With India's 700,000,000 popu- 
lation, the need would be for 70 schools of public health, or 
even at a ratio of one school for each 20,000,000 population, 
the need would be for 35. Even if the new single-track schools 
in India are counted, there are only three. Schools to train 
the full spectrum of public health personnel would be needed 


on a regional basis throughout this large nation. 


Establishment of an optimal school-to-population ratio is per- 
haps a futile exercise and would not really be possible with- 
out observations from actual experience. It is feasible, how- 
ever, to consider some of the main characteristics of schools 


of public health that would be responsive to the world's needs. 


The administrative settings of the great majority of schools 
of public health are in universities, whether or not they are 
attached to medical faculties. The advantages are obvious, in- 
sofar as the university is a "community of scholars", many of 
whom from other disciplines (e.g., mathematics, social sci- 
ences, or engineering) can contribute to teaching and research 
in the school of public health. Several schools in developing 
countries, however, particularly in Latin America, are 
branches of Ministries of Health. While some may decry this as 
"vocational" and not scholarly, the ministry linkage is cer- 


tainly more likely to assure that the school's training 
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programme is fitted appropriately to the needs of the national 
health system. Many university-based schools may become de- 
tached from the pressing health problems of the day; faculty 
members, eager for advancement, work on highly theoretical 
questions of interest to their academic colleagues rather than 


of importance to the health services. 


An ideal administrative setting might well be affiliation of 
the school jointly to a university and a public health agency. 
Medical schools, one may recall, are often closely linked to 
public hospitals, as well as to universities. The community 
health services may be properly regarded as the public health 
equivalent of the "teaching hospital". In fact, some schools 
of public health, such as the Johns Hopkins School of Hygiene 
in Baltimore, Maryland (USA), have arranged to assume adminis- 
trative responsibility for the public health services in a de- 
fined district. If schools of public health are to have the 
broad functions Suggested here, however, the affiliation 
should be with the ministry of health nationally, rather than 
with one local health district. In a large country, several 
schools would then come under ministerial guidance, and a na- 
tionally planned educational programme might assign certain 
specialties [e.g., occupational toxicology) to certain schools 
and other specialties to other schools. Financial support for 
schools of public health is quite reasonably to be expected 
from government agencies, responsible for the effective opera- 


tion of national health systems. 


In any case, attachment of public health educational pro- 
grammes to medical faculties is faulty on several grounds. The 
customary focus of such programmes on postgraduate studies 
solely by physicians ignores the great needs of society for 
Skilled personnel of other disciplines. Faculty members ap- 
pointed are likely to reflect the values and judgments of 
clinical physicians, not of public health experts. Experience 


has shown that such departments of public health or social 
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medicine in medical schools are almost always weak, with mea- 
gre resources and low status. They should, of course, be 
strengthened, to assure that every medical graduate learns 
something about promotion of health through population strat- 
egies, for both prevention and effective medical care. Ad- 
vancement of schools of public health should not, in the least, 
imply any weakening of preventive medicine in medical educa- 


tion. 


Those physicians who attribute the inadequacies of current 
schools of public health, and admittedly there are many, to 
"isolation from medicine", misread history and misinterpret 
the forces at play in contemporary health syAtenee a Consider- 
ing the capabilities required for the effective operation of 
modern health systems, those of clinical medicine are among 
the least important. The greater strength required by schools 
of public health is to be sought, not in the medical profes- 
sion and its academic roots, but in the social sciences, sta- 
tistics, demography, nutrition, environmental science, educa- 
tional methods, management science, and in the several 
branches of government influencing health, as well as in the 
ranks of workers, farmers, women and other groups of which 
populations are composed. In fact, much of the retardation in 
the development of public health programmes in countries has 
been due to the excessive identification of many public health 
officials with the medical profession, the currying of favour 
from private medical associations, and the failure to win the 


support of the community population. 


Admission of students to a school of public health with the 
broad functions discussed here must recognize the suitability 
of many backgrounds. This means not only welcoming all types 
of health professionals beyond physicians - nurses, pharma- 
cists, dentists, technicians, rehabilitation therapists, etc. 
- but also various types of administrator, engineer, teacher, 


economist, sociologist, psychologist, social worker, lawyer, 
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chemist, and others. Persons of these many backgrounds can and 
do contribute to public health, when they have had appropriate 


Supplementary training. 


Because of their links to universities, and their customary 
role as postgraduate programmes, nearly all schools of public 
health require for admission a university degree, at least a 
baccalaureate. But if we focus on the needs of the health ser- 
vices, this restriction is not reasonable. Many public health 
workers can be trained to perform useful roles without the 
foundation of a bachelor's degree. Perhaps their public health 
schooling might take longer and their final credential might 
not be an academic degree, but the important consideration is 
their ability to perform certain functions properly in the 
health system. 


An American report, Higher Education of Public Health, pub- 
lished in 1976, advocated that schools of public health should 
concentrate on educating the "leaders" and policymakers in the 
Field, leaving to other schools the task of preparing "people 
who will function at the operating level ... in public 

health, "19/ Happily for American health services, few of the 
nation's schools responded favourably to this proposal. Its 
implication was that health educators should be trained by 
teachers' colleges, health administrators by schools of busi- 
ness administration, environmental Sanitarians by schools of 
engineering, etc. Only the leaders would have to be educated 
by faculties whose primary purpose was protection af the 


health of populations. 1/ 


In reality, personnel at all levels in the hierarchy of health 
System Organization require appropriate training, if the sys- 
tem is to operate well. One might conceive of three or four 
levels of responsibility in a health System, from top policy- 
makers to mid-level professionals to Operational health work- 
ers and even to minimally trained auxiliaries. Instead of ac- 


cepting the fragmented diversity of schools now offering 
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training to these different levels of personnel, one should 
expect all of them to come under the influence of faculties in 
schools of public health. Different curricula would, of course, 
be necessary for students of varying educational backgrounds, 
but the philosophical values oriented to the health of popula- 
tions should characterize the teaching of the entire faculty. 


It should not be difficult to design different curricula to 
fit the needs of various students. From the basic building 
blocks of departments (epidemiology, administration, statis- 
tics, environment, etc.) and specific courses, it should be 
possible to formulate programmes of varying levels of sophis- 
tication and varying durations. Certain curricula might re- 
quire one year, or two years, or more. Others might be quite 
adequate in six weeks or six months. To adjust to occupational 
realities in most countries, some students should be admitted 
for study on a part-time basis (while working), others on a 
full-time basis. 


The credentials awarded on completion of training should also 
be variable. It is mainly the tradition of universities and 
the requirements of academic degrees that determine the rigid- 
ities in current schools of public health curricula. From the 
viewpoint of health system needs, there is no reason why many 
health workers should not be trained in programmes that do not 


lead to an academic degree. 


In one aspect of public health - the administration of hospi- 
tals and other health facilities - training in academic set- 
tings other than public health schools has become especially 
prominent. Throughout the world, but particularly in the Unit- 
ed States, schools of business administration and often inde- 
pendent faculties of "health care management" have come to 
train large numbers of these administrative personnel. It is 
noteworthy that the idea of autonomous schools of health care 


management has now been adopted in Australia, Brazil, South 
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Korea, and other countries responsive to American influence. 
Some of these schools appoint faculty who are genuinely orient- 
ed to the health of populations, but more often the prevailing 
viewpoint is that found in schools of commerce or business ad- 
ministration. Certainly tools of corporate management, such as 
accounting or personnel affairs, may be relevant in hospitals, 
but the overall philosophical values are very different. The 
corporate executive is concerned about earning a profit, keep- 
ing the business going and preferably expanding. Translated in- 
to hospital management, these values can lead to policies con- 
trary to the public interest. A public health code of values 

is oriented to meeting social needs, maximizing the health of 
people, minimizing the expenditures, and emphasizing preven- 
tion and primary care; this might often entail a reduction of 
hospital bed occupancy, an enlargement of out-patient services 
and admission of indigent patients not financially protected. 
Under national health planning, some hospitals should properly 
close down or convert into ambulatory care units; the business 
corporation goal is to survive forever. The two value systems 


are inconsistent and the teaching is Shaped accordingly. 


Beyond Teaching 


Like other educational institutions, schools of public health 
should be engaged in more than training or preparing new pub- 
lic health personnel. Continuing education must be offered in 
the school and at other locations. Research of many types 
should be conducted, especially in epidemiology and in the 
problems of the national health System. Research in nutrition 
or the environment or even on the epidemiology of various dis- 
eases may, to some extent, be expected from other scientific 
institutions, but health systems research is rarely conducted 
elsewhere. Schools of public health should be major centres 


for research and evaluation of national health systems .12/ 
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Schools of public health should finally be prepared to offer 
consultation to all subdivisions and levels of the national 
health system. If faculty members are too busy in teaching and 
research to respond to all requests, the school should be able 
to make arrangements with suitable other specialists for such 
consultation. If feasible, however, consultative activity is 
the ideal way to keep faculty members informed about problems 
on the front lines of the health services. Their advice should, 
of course, also be helpful in the achievement of improvements. 
Advisory services might command supplementary fees, to be 
shared with the school, and these might help to compensate for 
the frequently modest salaries of school of public health fac- 
ulties. 


In 1977, WHO advocated "health service development institutes" 
where research would be conducted to achieve "efficient and 
effective functioning of the health services delivery sys- 


tem = ia/ 


Such research institutes could obviously be linked 
closely to schools of public health, especially those that 
might be located in national capitals. More recently, WHO has 
advocated "national health development networks", which would 
link together many research and training institutions, as well 
as ministries and voluntary organizations concerned with 


Peay es 


In a country with several schools of public health, 
all of them might reasonably become participants in such net- 


works. 


This paper began with a statement of the serious worldwide de- 
ficiency of personnel competent to deal with the health prob- 
lems of populations. The needs are great in the health systems 
of both developing and developed countries, although the 
shortages are doubtless greater in the less developed coun- 
tries. The success of the whole worldwide movement for exten- 
sion of primary health care depends largely on the leadership 
ability of doctors, nurses, sanitarians, health educators, 


health managerg, and others, which can be acquired best in 
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schools of public health. Effective health systems need also 
epidemiologists, health planners, mental health specialists, 
demographers, statisticians, industrial hygienists, maternal 
and child health specialists, nutritionists, dental health ex- 


perts, and others whom schools of public health can train. 


Above all, public health personnel throughout national health 
Systems require inspiration and motivation. Doctors and other 
Clinical health workers are psychologically rewarded each time 
they come into contact with a patient. For the public health 
worker a deeper understanding is necessary to gain equivalent 
rewards. Populations are less tangible, less personal. Statis- 
tics may well be described as "human beings with the tears 
wiped off", but this is not so easily appreciated by everyone. 
It is the mission of schools of public health to impart this 


understanding. 
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PROBLEMS OF TRAINING AUXILIARIES FOR PRIMARY HEALTH CARE 


Henry L. Matovu 


as 


Introduction 


My contribution has two important limitations which must be 


made quite explicit at the outset: 


a) 


b) 


2% 


It is based, to some extent, on my personal experience and 
perceptions. I know that most of you have been associated 
with health programmes in developing countries. I there- 
fore speak from a position of the Opposite of strength in 
that there is probably nothing new to you that I am going 
to say. However, I see my main task as that of putting the 
familiar things into a framework that will facilitate dis- 


cussion. 


The contribution focuses primarily on the issues as they 
are depicted in the situation of Eastern, Central and (in- 
dependent) Southern Africa. This limitation, however, may 
not matter too much as most Third World countries face 
Similar health manpower problems, though in different man- 
ifestations. I realize the risk I am taking when I draw 
examples from countries which I do not know too well 
(countries which, perhaps, some of you have worked in and 
know better). The risk here is that of uttering statements 
which might be out-of-date or incorrect in some other way. 
Please in those instances do not hesitate to help us put 


the records straight. 


The Health System General Pattern 


Understanding the general characteristics of health systems in 


which primary health care (PHC) tries to fit is useful for ap- 


preciating the problems facing the development of appropriate 


health personnel. 
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Table 1: Health Staff* at Different Levels of Facilities 


District Health Office ** 
Regional Hospital 
District Hospital 

Rural Hospital 

Health Centre 

Clinic (Dispensary ) 


Hospital Specialists 
Public Health Specialists 
General Medical Officers 
Public Health Nurses 
Registered Nurses/Midwives 
Health Inspectors 


Medical Assistants 


Enrolled Nurses/Iidwives | 


Fnrolled Commnity Nurses 


Health Assistants 


Excluding a variety of technical and other Single-purpose 
personnel, 


*¥# In countries where the district health office is separate 
from the district hospital. 


Developing countries range from those in which basic health 
services are well-developed and supported by professionals and/ 
or auxiliaries, to areas in which coverage is poor and most 
health needs are handled by indigenous practitioners. Table 1, 
for example, depicts the typical levels of health establish- 
ments and their staffing in East Africa. Nonetheless, a general 
pattern for the PHC strategy can be outlined under the headings 


of health services structure and staffing. 


Health services structure for PHC 
ne SE BeEMEe FOr PHC 


Many health authorities have adopted the district as the focal 
unit for the development of PHC, Above that would, of course, 
be the central level for policy formulation, coordination and 
some Standardization. But the district is the basic level for 
executive actions such as planning, training, Support/supervi- 


sion and evaluation. 


The health district has, usually, one district hospital and a 
number of health centres. The health centre is the key comnuni- 
ty health establishment for the delivery of PHC and for imme- 
diate support to the most peripheral health cadre - the commu- 
nity health worker (CHW) or equivalent grass-roots worker 
(Figure 1). The importance of the health centre is closely re- 
lated to accessibility of the community and CHWs to the unit, 
and of the health staff to the community and CHWs in its catch- 


ment area. 


Staffing for PHC 


An important infrastructure for PHC (Or any other health care 
strategy) is manpower, the Supply of which in sufficient num- 
bers and with the necessary variety of skills is vital. For 
convenience and simplicity, let me state that in developing 
countries there are three broad categories of health workers 


below the level of doctor: medical, nursing and technical. 


Fogure |: . Health Service 


LEVELS 


eee ne ee 


CENTRAL LEVEL 


Min. cf Health Head Office 


MOODLE LEVEL PHC SUPPORT 
District Health Authority 


PHC DeLIVERY LEVEL - 2 
Health Centre 


PHC DaLIVaRY LEVEL - 1 


Commmi.ty Health Worker 


COMMUN ET 


Indivicuel Families and 
Comminity Grovos 


Structure for PHC Support 


FUNCTIONS 


policy formulation 


coordination 
some standardization 


monitoring 


planning 
training 
supervision 


supplies 


monitoring 


delivery of PHC 


support of CHW 


. monitoring 


delivery of PHC 


monitoring 


participation in PHC 
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Each of these cadres can, in turn, be roughly divided into the 
senior and the junior levels. It is not possible nor profitable 
for me to catalogue all the cadres. But Table 2 summarizes 

; these categories for a number of African countries. This table 
does not take into account the other, equally important, cate- 
gories of health workers (radiographers, pharmacy assistants, 
etc.) and the post-basic "specialized" cadres (assistant anes- 
thetists, public health nurses, etc.) whose numbers are rela- 


tively small. 


Considering the setting in which most health auxiliaries are 
going to contribute to PHC, I have no doubt in my mind that the 
three essential auxiliary workers for PHC are the medical assis- 
tant, the enrolled nurse-midwife, and the health assistant (or 
their equivalents) who should form the core of the health cen- 
tre team. This team can be strengthened by the addition of a 
laboratory assistant. These workers are economical to train and 
employ; they are more Willing to work under rural conditions; 
and, between them, they have a wide and complementary range of 
Skills for comprehensive health care. Of course, we all agree 
that the CHW is an essential link between the community and the 
local health establishment. 


a. Training Auxiliaries for PHC 


The situation briefly described (or any other strategy for PHC) 
has important implications for manpower and training. The re- 
structuring of health care systems and the translation of good 
intentions into good visible activities require Provision of 
the correct mix of disciplines and the correct balance of num- 
bers. The educational implication here is that of training 
health workers to the required performance Standards, at a rate 
that meets demand and at a cost the countries can afford. Let 
me emphasize again that the key agents to be trained for PHC 
are the CHWs and the first-line referral workers, i.e. the aux- 
iliaries at health centres, who are and will continue to be the 


backbone of the rural health care system. 
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The problems 


The problems of human resource development for PHC have been 
-beautifully elucidated in the UNDP Evaluation Study No. gi, 
and some of the issues raised therein are reflected in the 
paragraphs that follow. Although training is a crucial support- 
ing measure for PHC, it should be remembered that training is 
just one of the components of the human resource development 


process. 


If one could conceivably put a finger on the one overriding 
problem facing training for PHC, I would say it is (or largely 
stems from) the existing health systems which have historically 
produced their own pattern of expectations from the policymak- 
ers, the health professionals and other providers, and the us- 
ers of health care. All feed on each other to produce a complex 


variety of hindrances to appropriate training. 


Let me now cite some specific problems (not necessarily in 
their order of importance) which are pertinent to health per- 


sonnel training, particularly for PHC. 


a) Manpower planning (if any) may be piecemeal, inconsistent 
with health care policies and not linking all sectors con- 
cerned (e.g. ministry of health, ministry of education and 
training institutions). In general, inadequate manpower 
planning is accompanied by improper educational planning. 
Even when there is some agreed conceptual framework for 
manpower planning, there is sometimes neither the needed 


practical experience nor the resources to accomplish it. 


+/ UNDP, Evaluation Study No. 9, Human Resource Development 
for Primary Health Care; UNDP, New York, December 1983. 


b) 


c) 


d) 
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There is widespread inability to formulate task analyses or 
job descriptions. When these are formulated there may still 
be inability to translate them into relevant curricula to 
ensure that trainees fulfil the anticipated job functions. 
Often curricula are overloaded with theoretical information 
bearing limited relationship to future responsibilities. 
There is little or no ongoing curricular modification to 
reflect new skills required. For instance, social, communi- 
cation and managerial skills so important in PHC at all 
levels are still overlooked in many training programmes. As 
a result workers find themselves called upon to perform 


tasks which are inconsistent with their training. 


There are a variety of teaching staff inadequacies. To 
start with, there is usually an insufficient supply of 
trained trainers. Thus, apart from the numbers, skills in 
curriculum planning, implementation and evaluation are lack- 
ing. Because many developing countries have long histories 
of paramedical training for curative work, the trainers may 
be tradition- and clinic-oriented and see PHC as just an 
extension of the hospital to the periphery. Thus, tutor 
orientation lags behind PHC policies and programmes. At the 
same time, there is a high degree of dependence on part- 
time and ad-hoc tutors who may have limited educational 


skills and no proper PHC orientation. 


Inadequacies widely exist in training facilities. To begin 
with, the requirements for PHC have resulted in unprecedent- 
ed pressure on existing training facilities: to produce con- 
ventional and new cadres in adequate numbers, to rice ky 
already serving staff, to produce more and varied types of 
trainers, and to reorient existing trainers to bring them 
into line with PHC concepts and training methods. Basic 
training physical facilities are limited in numbers and ca- 
pacity, which leads to inadequate output of some categories 


of health personnel. To make matters worse, the attrition 
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rate may be so high that existing training is not able even 


to maintain replacement of personnel lost from service 
(Figure 2). Lack of field training facilities reinforces 


the hospital-based training with its curative bias and fur- 


ther reduces the chances for intersectoral experiences dur- 


ing training. Training materials (books, equipment, etc.) 


are often in short supply or inappropriate for the training 


Situation. 


e) These problems present special dimensions when it comes to 


training schemes 
unfamiliar breed 
fully understood 


of health worker 


~ their titles, 


for CHWs. CHWs are a “new" and somewhat 
of health worker whose roles are not yet 
by all concerned. They are a diverse type 


as reflected in: 


-~ methods of selection, 


~ types and duration of training, 


- tasks to be performed (where defined), 


- relationship with the formal health service, 


- relationship with the community, 


- incentive mechanisms. 


The numbers required on national scales are enormous. The 


lack of suitable training materials and tutors with the 


right orientation is greatest at this level. There is a 


huge reality gap between their place of training (which 
might be the district hospital) and their place of deploy- 


ment (the “village"). 


What can be done to minimize these problems? 


The examples of problems cited above can be grouped into: 


- those relating 
- those relating 
-~ those relating 


- those relating 


to 
to 
to 
to 


the manpower planning process; 
the types and numbers of workers; 
the nature or appropriateness of training; 


the training facilities and resources, 
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To ensure that training efforts are responsive to the PHC needs, 
much practical thinking and action on these problem areas is 
needed. It would be a futile effort to suggest a uniform solu- 
tion for all programmes in the developing world. But certain 


principles can guide problem-solving in different settings. 


a) The health policy and plans should be well-articulated to 
provide a clear framework for manpower development. 
Figure 3 (adopted from a WHO document) graphically shows 
the integral relationship which should exist between the 
users of health manpower and those producing them. This in 
practice means that there should be close and frequent con- 
sultations to secure rational curricula and regular adjust- 
ment of the supply of personnel. Overall manpower planning 
should identify requirements in terms of functions and num- 
bers of different cadres required, say, over the next ten 
or twenty years. But, first, this needs an in-depth evalu- 
ation of the current situation and its consequences if cur- 
rent policy and trends continue. Figure 2 shows one simple 
but logical and revealing approach. Careful job analysis 
should be carried out to determine what combination of 
"medical", educational and administrative tasks is required 


and what knowledge and skills are necessary for those tasks. 


b) Material resource support (which includes establishing 
training institutions or expanding existing ones and ade- 
quate supply of appropriate teaching materials) should be 
deliberately made in favour of PHC. Multidisciplinary in- 
stitutions are the ones now favoured in most African coun- 
tries for economic reasons, but they are also said to fa- 
cilitate the training for teamwork. New training institu- 
tions should be located away from centres of curative work 


whenever possible. 
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Figure 2: PHC: Manpower Projections - Medical Assistants 
(Adapted from Zambian Govt Document) 
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Figure 3: Human Resources Development Subsystem 
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c) Every effort must be made to re-design existing curricula 
to incorporate the new skills which all PHC workers need in 
Order to apply their technical training in socially accept- 
able ways. Managerial and social process skills, often neg- 
lected in traditional academic training, should be given 
the emphasis they deserve. Reorientation of already serving 
Staff must also be given priority and all training pro- 
grammes should have a built-in provision for continuing ed- 


ucation. 


d) Since recruitment of teachers is hampered by the lack of 
Organized training of trainers, all efforts should be made 
to increase the teacher training capacities in the coun- 
tries concerned. The aim should be to increase the number 
of teachers who are knowledgeable in the PHC approach and 
Skilled in educational methodology. Initially there is a 
great need for in-service training of existing tutors, per- 
haps through short-term workshops. Today, there is no jus- 
tification for Single-discipline teacher training institu- 


tions. 


e) We would be deceiving ourselves if we believed that produc- 
ing appropriate health personnel in sufficient numbers will 
provide the cutting edge for the human resource problems. 
There are other factors (socioeconomic, political, etc.) 
which bedevil the situation. We must at the same time iden- 
tify and deal with such problems as poor working conditions, 
frequent transfers, nepotism, civil service bureaucracy, 


etc. 


4. The Role of Aid Agencies 


The practical implications of dealing with training problems in 
Ways such as those suggested earlier may be, to varying extents, 
beyond the financial and technical abilities of many developing 
countries. Let us, therefore, examine possible areas of assis- 


tance by aid agencies. 
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It is assumed that external assistance would have a clear pro- 
gramme of developing local capabilities and of phasing out with- 
out chaos. In this connection, the dictum "Serve, teach and 
leave or (I would like to add) open up fresh areas of coopera- 


tion" should not be taken lightly by aid agencies. 
Three broad areas of assistance clearly stand out: 


a) Educational research and development 


- Training needs assessment and projections; 
- Curriculum design or improvement; 
- Designing and testing educational materials; 


- Evaluation of training programmes. 


b) Teaching service 


- Training of trainers: pre-service courses and in-serving 
educational methodology workshops; 


- Teaching in schools for health personnel; 


- Continuing education and other ways of promoting local 
expertise. 


c) Material assistance 


- Procurement or production of training materials; 


- Development of physical facilities, including field 
training facilities; 


- Operational supplies and other logistic support; 


- Foreign currency backing in countries where foreign 
exchange restrictions stifle the smooth flow of essential 
educational supplies. 


Apart from embarking on educational projects on their own, aid 
organizations should also collaborate with already established 
national or regional training institutions which are now expe- 
riencing some of the problems we mentioned earlier. A notable 
example of such institutions is the African Medical and Research 
Foundation (AMREF) with headquarters in Nairobi, Kenya. This or- 


ganization, which started as a flying doctor service, now has 


extensive training activities for PHC in the Eastern Africa 


region which could benefit from external assistance. 


5. Conclusion 
The general conclusions one can draw from this are that: 


- Training is not a goal in itself; it is an instrument (one of 
the most important) for health services. As such, there 
should be simultaneous advances in both health services and 
human resource development processes. Human resource planning 
should be integrated into the fabric of health planning and 


all concerned should be involved. 


- Training for PHC shows concern with quantitative aspects (the 
number of PHC workers required) and qualitative aspects (the 


appropriateness of the health training). 


- There are socioeconomic, political and other dimensions to 
the multitude of problems facing health manpower development. 


Training alone is not the final solution. 


~ Aid organizations can play an important role (bilaterally or 
multilaterally) to facilitate human resource development in 


general and training in particular. 


- Finally, one might add that most of the issues examined apply 
also to training at levels above that of auxiliary health 


personnel. 
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DISCUSSION 


Following Mr. Roemer's lecture, in which he advocated the 
differentiation between medico-clinical training and training 
in public health, pointing out at the same time the de- 
plorable, worldwide lack of training facilities in public 
health, Mr. de Kadt referred to the concurrent lack of 
relevant teaching and research capacities prevailing in 

the Federal Republic of Germany. In this context, mention 
was made of the article published by Mr. Warning in the 
DSE-brochure "D & C" in March 1984. Whereas Mr. Roemer 
advocated the Strengthening of basic academic training in 
public health, Mr. Warning stressed the importance of 
continued training, especially with a view to post-graduates 


in the Federal Republic of Germany. 


Mr. Kingma felt that the share of WHO in the initial and 
continued training of public health workers was inade- 
quate. Greater weight would have to be placed on the promo- 


tion of training facilities in this sector. 


Mr. Diesfeld, asked to provide some comments with regard 

to the lackof initial and continued training facilities 

in the Federal Republic, pointed out that the issues of 
training and research in the Federal Republic were in fact 
not his domain, as he specialized in the public health problems 
of Third World countries. For the time being, the personnel 
requirements of developing countries and donor agencies were 
primarily oriented towards curative Clinical medicine; 

the priority tasks of medical faculties did not include 

the increased provision of training capacities and training 
staff for the PHC sector. Only in the event that politicians 
and development organizations should raise their demand for 
PHC-trained staff, would the issue be attached greater atten- 


tion. 


According to Mr. Warning's experiences, the demand for 
training facilities in public health is steadily increas- 
ing, as was particularly notable within the framework of 
GTZ-activities. Mr. Korte, who likewise considered the 
problem to be of urgency, regretted the shortage of training 
facilities in the Federal Republic. The task at hand is 

to undertake demand analyses in order to determine whether 
relevant training capacities should be offered in the 
Federal Republic, and if so, which type. Mr. Bastian re- 
ferred to a number of projects which—assuming the form 

of informal training courses and seminars—have been imple- 
mented in India, East Africa, and Southeast Asia. It was 
felt that since this type of training is more practice- 
oriented, it: should be given preference over the training 
provided at university level. The question should be raised 
whether informal training approaches are to be given stronger 


support than formal approaches. 


Dr. Kessler confirmed the differentiation being made between 
public health training and clinical training and raised doubts 
as to whether this is a proper approach towards overcoming 


interdisciplinary problems. 


Considering that a qualification certificate is often re- 
quired by the countries as a prerequisite for the assignment 
and career advancement of public health personnel, Mr. Korte 
stressed that the post-graduates undergoing training in 
public health should be awarded a certificate. Non-medical 
staff (e.g. administration staff) should likewise be granted 


access to the training courses. 


Mrs.QOberhoffer stated that private organizations were frequent— 
ly operating in areas where the services rendered by national 
health authorities were either inadequate or lacking altogether. 


Naturally, these organizations are unable to provide establishec 
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posts for their post-graduate or academic staff. For this 
reason, non-governmental organizations prefer a PHC-oriented 
course of training to post-graduate or academic training. 
Moreover, the training should preferably be conducted locally, 
i.e. in the communities involved, where the problems at 

hand can be demonstrated in a far better way. Accordingly, 

the industrial countries are called upon to foster to a 
greater extent than hitherto the establishment of local 
training institutions within the framework of the development 
effort. 


Mr. Reitmaier pointed out that the qualitative aspects of 
existing medical care strategies should be accorded priori- 
ty over the quantitative aspects. Training must be provided 
within the context of local cultural and sociological condi- 
tions, a task to be achieved only by way Of decentralized, 
basis-oriented research and education. Another important pre- 
requisite is that analytical research es well as programme 
planning be carried through in cooperation with local deci- 
sion-making bodies, considering that the successful imple- 
mentation of measures is largely determined by the extent 


to which they are supported by these bodies. 


Mr. Bichmann declared a reorientation of initial and con- 
tinued training in both sectors of health care, i.e. in prima- 
ry health care and in clinical medicine, to be a necessity. 

He Stressed that a differentiation be made between training 
in primary health care and in school medicine, pointing out 

at the same time that such a differentiation would be con- 
ducive to the independent and unpre judiced development of 
interdisciplinary curricula in schools of public health. As 

to the leadership claims of academically trained staff members 
of health teams, Mr. Bichmann remarked that inlhis eyes a 
teamleader, capable of combining the psychological motiva- 


tion of the team members with the promotion of a self-re- 
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liant assumption of tasks is of greater usefulness for an 
efficient work performance than hierarchically organized 


dispositions. 


Mr. Dayrit pointed out that at the lower levels of public 
health considerable importance is attached to the clinical 
aspects of practical medical work; he suggested that phy- 
sicians should undergo basic clinical training. Considering 
that career advancement in the national health hierarchy 
involves a number of tasks, which are increasingly being 
determined by primary health aspects, the promotion of 
separate training institutions with emphasis on PHC work 


is urgently called for. 


Mrs. Liboon reported that interdisciplinary short-term 
training courses, referred to as “training for trainers, 
have been organized for medical staff—particularly from 
rural areas—by AMRFF. The informal training courses 

are Subdivided into three one=week training stages, 

each of which is interrupted by periods of exercise, serv- 
ing to apply the acquired knowledge in practice. The train- 
ing contents is geared to reflect local working conditions; 
the knowledge and skills provided are highly relevant 

to actual practice so as to facilitate their subsequent 


dissemination (multiplier effect). 


Mr. Matomora underlined the need for strengthening the aware- 
ness of officials and politicians in high ministerial posi- 
tions vis-a-vis the fundamental elements inherent in the communi- 
ty health strategy, in order to prevent the latter from 

being viewed merely as another programme in top-down health 
planning. At district level, too, educational campaigns should 
be organized in growing measure, with the purpose in mind to 
identify committed personalities willing to undergo active 
continued training in community health. In addition to 


being provided basis-oriented on-the-spot-training in the 
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communities concerned, these persons should be given 

the opportunity of attending the conferences and semi- 
nars organized by industrial countries which, owing 

to superior training structures, are in a better posi- 
tion than the developing countries to initiate an exchange 


of experiences at international level. 


In conclusion, Mr. Roemer stressed once again the import- 
ance of independent public health training facilities at 
university, technical school, and informal level, as well as 
the need for continued training, conceived on a long-term 


basis and leading the awared of a certificate. 
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COMMUNITY-BASED HEALTH PROGRAMME OF THE RURAL MISSIONARIES 
OF THE PHILIPPINES 


Eva Varon 


ee History 


The community-based health programme in the Philippines was 
born of the experiences, struggles, and searching of differ- 
ent groups and individuals - medical professionals, health 
workers, community organizers - for a health delivery sys- 
tem that is more responsive to the needs of the majority of 
our people who are farmers and workers, truly democratic 
involving these people and their families, and based on the 
people's culture and our country's human and other abun- 


dant resources. 


If the programme is so associated with the Rural Mission- 
aries of the Philippines, it is because the RMP were the 
first organized group which provided the initiative and 
facilitated the growth of this kind of programme. 


The Rural Missionaries of the Philippines is an organization 
of religious women belonging to different religious congre- 
gations working together in the rural areas with its primary 


programme: 


- the proclamation of the Good News of liberation to the 


poor and oppressed 


- the raising of critical awareness among them of oppressive 


structures in their midst and the 


- recognition and support for local leaders emerging in 
response to people's needs to ensure the continuation of 


the work for these ends. 


Exposed to the life situation of the people and seeing the 


great needs and the inadequacy of the health care delivery 


system, three Sisters came together to discuss the health 
prealeme and to set up a developmental health programme. The 
thrust of the programme was toward self-reliance and people's 
responsibility for their own health. The strategy was to 
train paramedics (basic health skills) from among selected 
volunteer health workers of the community. Training seminars 


were organized in the slum and resettlement areas near 
Manila. 


Seeing the positive results from these experiences, the 
three Sisters who formed the health team decided to set up 
pilot areas to promote the programme, which at this time was 
called the Paramedic Training Programme, and to serve as a 
training ground for medical professionals and other parish 


workers for community health work. 


Questionnaires were sent to all the bishops to solicit their 
interest in the programme. Twenty-four bishops responded and 
these were followed up by the team to study further the fea- 
sibility of the programme in these dioceses and to find out 
what they could offer as counterpart to the programme that 
was going to be introduced in the diocese through the help 
of outside funding. 


Criteria were set up for the choice of the pilot areas: need, 
interest and response of the people, support from the diocese 
and initiative towards community health like the existence of 
a mobile clinic or employment of health professionals ina 


health programme. 


In 1975, pilot programmes for the training of community health 
workers were started in three dioceses - Ilagan diocese in 
Luzon, Palo in Leyte, and Iligan in Mindanao. The three team 
members divided themselves among the three pilot areas to 
provide guidance, planning, implementation and coordination 

of the programme. They stayed in their respective areas during 


the introductory phase which included the introduction of the 
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programme in the diocese, selection and training of the local 
staff, promotion of the programme among medical professionals, 
priests, sisters, coordination with hospitals, clinics and 


municipal health units. 


The diocesan staff were given in-service training - informa- 
tion drive in the village, conducting community meetings in 
the village, helping the people become aware of their respon- 
sibility towards their health and helping them to select 


their own health workers. 


Twenty-seven villages spread over 15 towns were the initial 
coverage of the programme. Towards the end of 1975, a number 
of other dioceses and groups initiated their own community 
health programmes. The product of the first evaluation of the 
pilot areas helped as a guide in the subsequent programmes 


initiated by other groups. 


If. Development of Programme Orientation - Its Philosophy 
and Methodology 


The philosophy and methodology of the programme was not born 
in a day. Neither was it born of successes only. The programme 
Orientation, its philosophy and methodology was developed 
through direct and continuous integration with the people, 
understanding of their situation both on the local and nation- 
al levels, a growing commitment to people's concerns, and 
openness to search, evaluate and learn from past experiences 
thus developing correct attitudes and style of work that can 
effectively draw out commitment from people for greater par- 
ticipation and responsibility for their health and social 


situation. 


AS we entered more into the lives of people, integrating with 
them, we gradually came to realize that our approach of para- 


medic training is very inadequate. We saw the need for the 


Pte 


staff to stay in the villages, live with the people, integrate 
with them, get to know their life experiences, their problems, 


how they view things. 


Gradually we saw the need for other components. Conditions in 
the villages starkly show the relationship between poverty 

and disease. The poor get sick because they do not have enough 
to eat, and sometimes are forced by circumstances to work very 
long hours. When they do get sick, there are no available 
medical services nearby and this is made far worse by the fact 
that they cannot afford medical fees, costly medicines and 


even the transportation fees. 


But why are the people poor? Most of the farmers do not own 
the land they till, and are tenants paying half or more of 
their harvest as land rent to the landlord. Since their share 
is not enough for their needs, they fall prey to usurers who 
extract from 40 percent monthly to 150 percent interest an- 
nually. A government sponsored land reform programme has not 
helped since many ricelands are exempted and land values are 
too high. Moreover the farmers are required or urged to plant 
high-yield varieties which require costly inputs. Fertilizers, 
insecticides which these high yielding varieties require have 
become consistently high while the yields of the farmers have 
been deliberately kept at low prices. 


There were no channels to voice problems, and the seemingly 
hopeless situation kept the farmers resigned to their fate. 
Superstitious beliefs, especially with regard to health care, 


only reflected the farmers' desperate search for palliatives. 


An interdisciplinary approach also proved inadequate. At- 
tempts to help increase productivity were not enough since 


the farmers do not own the land and are deep in debt. 
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The introduction of the use of structural analysis to root 
out the socioeconomic problem of Philippine society helped 

in the analysis of the health situation and to see it in the 
context of its relationship to the problem of society. It was 
at the 1976 conference attended by priests, sisters, health 
professionals, social workers, and other church workers where 
this structural analysis was used to analyze the present 
health delivery system and how the existing structures have 
kept the people ignorant and prevented them from becoming 


truly responsible for their own health and social situation. 


It was at this conference that the paramedic training pro- 
gramme of the Rural Missionaries took a descriptive identity, 
becoming now known as the Community-based Health Programme. 
It was decided that it could not be just a paramedical train- 
ing programme but a community health programme promoting a 
health care system that is national, democratic and scien- 
tific. National, because it seeks to free us from crippling 
foreign domination and influence which have shaped our cul- 
ture and economy; democratic, because it will involve the 
majority of the people, the 80 percent peasants and workers, 
in the planning, evaluation and implementation and will help 
discover our rich human and natural resources; scientific, 
because it seeks to develop a scientific approach to health 
care by making analysis and decisions based on facts, not on 


fears and superstitions. 


Such a programme philosophy requires integration of health 
workers with the community and increasing people's partici- 
pation in the programme. It can do so through developing the 
social awareness of the people, enabling them to make correct 
diagnosis of individual and societal sickness and to learn to 
work effectively together; community building through orga- 
nization, increasing the participation of people in decision- 


making and developing self-reliance. 
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Tt requires that health training is not just directed to the 
selected leaders but to the community in general. Health 
training itself becomes a community activity using a more 


evocative, dialogical training approach. 


Through a critical analysis of its direct experiences, CBHP 
has developed a flexible methodology involving the selection 
of areas, selection and training of staff, entry into area, 
area survey, coregroup building, training of community health 
workers as leaders, follow-up and further training and as- 
sistance in community action on problems, and expansion of 


the programme to other villages. 


Tit. Training of Community Health Workers 


The training programmes for the community health workers vary 
from area to area and from one barrio to another depending on 
circumstances but they follow a general pattern. It can be 
divided into three stages: 


a) The preparatory phase 


Entry into an area starts with pinpointing initial barrios. 
This is followed by an orientation seminar for the priest 

and the religious and parish leadership to acquaint them with 
the philosophy of the programme, and to solicit their sup- 
port and proper integration of the health programme in the 
overall planning of the parish. Depending on the conscious- 
ness of the group and their familiarity with the thrust of 
the programme, the orientation would take from one day to 

two days. The basic content of the seminar module consists 

of an analysis of the present health situation, the relation- 
ship of the health problems to other problems confronting 

the society, the transformation of the health situation, 
pastoral and nationalist perspective of the health programme 


and the introduction to herbal/oriental/folk medicines. 
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Then local staff are selected based on their willingness to 
serve and be identified with the poor and oppressed, to inte- 
grate in the barrios, emotional maturity and stability, open- 
ness and potential to develop critical awareness and capabil- 
ity to work with a team. They are then provided orientation 


and training through a seminar and then fielded. 


The next step is the information drive among the people in 
the barrio. This is done with the help of the parish and bar- 
rio leaders like the catechists and prayer leaders. The local 
staff and usually the community organizer live in the commu- 
nity and integrate with the people. Through immersion in the 
community, they can better conduct social investigation on 
the general economic, political, health and cultural situa- 
tion of the people. As they gather information, they get to 
know more people better, and through evocation, can spot po- 
tential leaders. They can countercheck their observations 
through other potential leaders and informal group discus- 
sions on vital health and community problems and issues, 


around which people may be mobilized. 


Continuing training of the staff is provided through medical 
skills training, sharing and evaluation sessions, and formal 


group study. 


After the community has gained some experience in community 
action, the community, sometimes with the parish priest, 
discusses the criteria for the selection of community health 
workers to be trained. They then select the trainees who are 
willing and available for community work. About one CHW is 


chosen for every 20 families. 


After selection, a meeting with the staff and the CHWs takes 
place for planning the training seminar. The duration varies 
from one to two days a week until the basic content of train- 
ing is covered. This could last up to one year depending on 


the pace of the trainees and the issues in the community. 
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some choose one full week for six hours each day or sometimes 
every night in the case of all male trainees. Normally the 
basic course would take up 75 to 100 hours spread out from 


three months to one year. 


b) The seminar phase 


After the schedule has been set by the staff and the CWH, the 
topics are prioritized according to the needs of the communi- 


Ae 


Content of basic training: 


5 Be National health situation 
ca es Concepts of health and disease 
6 Be be Types of treatment 


- principles in caring for the patient 
- principles on the use of simple home remedies 
- principles on the use of traditional medicine 
- acupuncture 
- herbal medicine 
- western medicine 
ive Common symptoms and related diseases 
- fever, headache, constipation, cough, 
diarrhea, itchiness, nausea and vomiting, 
abdominal pains 
First aid 
ge Be Maternal and child health 
- care of the pregnant mother 
- care of the newborn 


- care of the growing child 


Vil. Care of the aged 

villi. Nutrition 

L3 Environmental sanitation 
xX. Dental prophylaxis 


xi. Responsible parenthood 


2z7 


Secondary level 


i} Concept of health and disease including immune system 


and host defense mechanism 


ii. Anatomy and physiology 

ad 5 Pharmacology 

iv. Physical assessment and history taking 
¥ Diseases of the system 

i Procedures: 


- minor surgery 
-~ simple laboratory procedures 
- immunization 
- nursing procedures (catheter insertion, NGT, IV in- 
sertion) 
wii. Acupuncture 
viii. Herbal medicine 
1k. Dental care 
x. ig 
- case finding 
- sputum exam 
- microscopy 


= FOG 


The seminar module for CBHP orientation given to CHW trainees 
before the paramedic skills training is: the local and national 
health situation, the relation of the health situation to the 
socioeconomic and political situation, structural analysis, 

the philosophy and methodology of CBHP, organizing skills, 
introduction to herbal medicine and the status of the drug 
industry in the Philippines. 


The leadership and teaching roles of the CHW are stressed. Tt 
is one of their tasks to make baseline survey and help 


strengthen their community's organization. 


The training emphasizes health education, sanitation, hygiene, 
maternal and child care. Nutrition is not taught in itself 
but integrated in the maternal and child health care and in 


every discussion on diseases. 
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Stress is also placed on the use of local resources and tra- 
ditional medical practices. This is the area where the staff 
have to do research and documentation in the field, learning 
mostly from local healers, inasmuch as these cannot be learned 


in our western-oriented and technological-oriented education. 


During training it is very important to develop in the com- 
munity health workers the proper attitude and outlook towards 
his work and towards the people he works with. It is important 
that he sees his work in the context of the struggle of the 
Filipino to gain true freedom and democracy. His commitment 
must be developed to the extent that he is able to see that 
his work is a concrete step toward transformation of the so- 


ciety and his own situation. 


This can be done through development of a critical attitude 
towards the problems in the community, digging into the root 
causes of the problem and their interrelatedness. It is im- 
portant for him to realize the solution of the health prob- 
lems involves more than the treatment of individual illnesses 


by going about its root causes. 


The method used is dialogical. Both staff and health worker 
are learners and teachers in the process. This method enables 
one to be critical, provides comparison for what is written 
in the book and what has been experienced. In countries like 
ours, where problems of disease are complicated by problems 
of poverty, book descriptions do not always correspond to 
what is experienced. Symptoms are not always typical of what 
is written. Exchanges of experience develop the skills for 


recognizing and treating even nontypical ones. 
c) The follow-u hase 


The CHWs keep records of the patients' profiles which in- 
clude the symptoms he has observed, his diagnosis, action 
taken, the result and the follow-up. This serves as the basis 


for the evaluation of the knowledge and skills of the CHW. 


229 


Evaluations are done monthly at the barrio level, with one 

of the staff or the designated CHW coordinator. Quarterly 
evaluations are usually done at the parish level, or with the 
area coordinator and the staff. These meetings provide an op- 


portunity for additional input. 


Iv. The Role of the Staff in the Training and in the Commu- 
nity-based Health Programme in General 


Of vital importance for the success of the programme is the 
understanding by the trainers of their role in the programme. 
The orientation of the community-based health programme not 
only demands changes in the pattern and content of training 
but more so it requires changes in the role of the staff - 
changes in his life-style, set of value system, standpoint 
and viewpoint. The first role is that of a learner. There is 
a wide range of knowledge and skills to be learned which 
institutional learning could not provide. First he has to 
know the culture of the people, their view of life and soci- 
ety. Secondly, he has to learn that to be a medical worker, 
one has to be a change agent because the real solution to the 
health problems lies in changing the situation. As change 
agent, one has to be a community organizer, teacher, re- 
searcher, coordinator, superviser and health worker all at 
once. He has to learn how to arouse, mobilize, systematize 
people's experiences, their feelings, and their skills and 

to direct their aspirations towards actions that can liber- 


ate them from the dehumanizing situation. 


"Our work with the people is to work for transformation, to 
humanize, to free and liberate people from internal and ex- 
ternal barriers, and to promote health in its holistic sense. 
We don't go to the poor to idealize poverty, but to trans- 
form the situation that breeds poverty and to be transformed 


in the process." 
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HUMAN RESOURCES DEVELOPMENT AND TRAINING 


Manuel M. Dayrit and Eva Varon 


I. Introduction 


Our work in the Philippines has taught us that developing vil- 
lage health workers (VHWs) means two things: health skills 
training and political consciousness-raising. It is shortsight- 
ed to teach people skills for treating coughs and diarrheas 
without associating these illnesses with people's poverty and 
malnutrition. Conversely, it is frustrating to keep talking 
about the politics of health without teaching preventive and 
curative skills so people can keep healthy. 


The whole approach of the Community-Based Health Programme 
(CBHP) in the Philippines has been one of striking a balance 
between health skills training and community organizing, exper- 
tise-building and politicizing. When the Rural Missionaries, an 
organization of women from different religious congregations, 
initiated the programme in three pilot areas in the Philippines 
in 1975, they went beyond the traditional approach of giving 
dole-outs to passive recipients. Instead, they sought to make 
villagers aware of health problems and their causes so that 
people would participate in solving these. Having people rally 
around a health programme where health workers would be trained 
was one good way to initiate community organization. It was 
hoped that eventually people would go beyond health problems 
and tackle other community issues. This was the basic idea be- 
hind CBHP. 


II. Development of Programme Philosophy and Methodology 


The philosophy and methodology of the programme evolved slowly, 
developing through actual integration with the people. It was 


considered necessary for the staff to stay in the villages and 
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live with the people in order to know their life experiences 
and their problems. As the early organizers of the programme 
became more familiar with the problems of the people, they more 
fully understood the effects of poverty on the people's health. 
They realized that answering people's health needs did not mean 
Simply doling out medicines, or training "paramedics". A more 
radical approach was necessary. People had to become critically 
aware Of the causes of their poverty and to learn to work ef- 
fectively together in order to begin to solve these problems. A 
health programme was seen as a "point of entry" for broader 


community development. 


The programme sought to reach as many of the community members 
as possible but more especially, the poorest villagers. Train- 
ing VHWs provided a focus for activities in the village. It al- 
So involved the actual development of the community's human re- 
sources. After their training, VHWs in turn were to share their 
newly acquired knowledge with other community members. In the 
long run, it was hoped that the village would be able to support 
the programme without outside Support. It was also envisioned 
that an improvement in the health status of the villagers would 


occur aS a result of concerted community action. 


III. Organizing a Health Programme 


The methodology for establishing a health programme varies from 
area to area but a general pattern emerges. There are three 
main stages: 1. the preparatory phase; 2. the training phase, 
and 3. the follow-up phase. Let me discuss each phase more in 


detail. 


fine The preparatory phase 


During this period, organizers of the programme attempt to 
build a "community base". This means getting a large enough 


number of residents and village leaders to support the 


programme both morally and materially. Moral support means en- 
thustasm, interest, and willingness to participate in health 
programme activities. Material support means contributions in 
kind, like food, use of village facilities (e.g. meeting place) 


and volunteer manpower. 


The programme usually works within the existing church struc” 
tures in the locality. This means that the personnel in the 
\/ 2/ 


diocese—" and the parishes< are oriented towards the programme 


and are often involved in the actual process of building the 


3/ 


community base. In Mindanao,—’ for example, entry of CBHP into 
the villages has been made smoother by the existence of "basic 
Christian communities” which are groupings of people in the 


village for the purpose of worship. 


The actual process of building a community base can take any- 
where from three months to a year. During this time, an infor- 
mation drive is undertaken and discussions are initiated among 
the villagers about the reasons for the health programme. The 
organizers spend much time in the village, learn about its 
problems, get to know the people better, and try to spot poten- 


tial leaders and health workers. 


1/ The area under the jurisdiction of a bishop of the Roman 
Catholic Church. There are 21 dioceses in Mindanao Island, 
each diocese covering about 200,000 to 500,000 people. 


2/ A subdivision of a diocese under the jurisdiction of a 
Catholic priest. There can be as many as 20 parishes in one 
diocese. The parish covers 50 to 100 villages, each village 
being composed of 100 to 300 families. 


3/ The second largest island in the Philippines which is lo- 
cated in the southern part of the Philippine archipelago. 
It has a population of 12 million people. The total popula- 
tion of the country is 52 million. 
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When villagers are well-informed about the objectives of the 
health programme, they then proceed to select their health 
workers. Usually selection of each health worker is done by 
family clusters. This is the desired situation because VHWs 


then feel accountable to the people who selected them. 


After selection, both VHWs and staff meet to plan the schedule 


for training. 


2. The training phase 


AS a health programme, we try to impart certain health knowl- 
edge and skills which the VHWs can effectively use. We cover a 
wide range of topics from maternal and child health care to 
acupressure and herbal medicine. However, besides teaching 
knowledge and skills, the health staff seek to cultivate in the 
VHWs an attitude of service and a broad perspective that the 
ultimate solution to health problems in the villages means 
solving larger community problems that contribute to the exis- 


tence of ill health among the villagers. 


Our own attitude to training is that it must be dialogical. 
Both the staff and the VHWs are learners and teachers in the 


process, and they learn from one another. 


The duration of the training period varies. As a rule, however, 
basic training needs about 100-120 hours spread anywhere be- 
tween three months to a year. This drawn-out period of training 
is advantageous in the sense that it allows the VHWs to inter- 
nalize their roles in the community and for the villagers to 


get used to the idea of health workers in their village. 


aie The follow-up phase 


The follow-up phase is a critical period during which one can 
observe how well the programme is going to work in the village. 
During this period, trainers visit the VHWs regularly, assess 


their work and decide if supplementary hours of training are 


needed. In some dioceses, VIWs organize meetings every three or 
four months to share experiences and to listen to lectures by 
the staff. 


The health staff eventually phase out from the village about 
Six to twelve months after the completion of basic training un- 


less the community requests that a new batch of VHWs be trained. 


IV. The Role of the Health Staff 


Of vital importance ‘to the success of the programme is the 
understanding by the trainers of their role in the programme. 
Most of our trainers are health professtonals who come from 
middle-class backgrounds. Working in the villages demands 
changes in their life-styles and in their value system. Al- 
though better schooled than the people in the village, the 
trainer must realize that he/she has much to learn from the 
villagers' practical experience and Simple ways. Furthermore, 
the trainer must be prepared to break out of the traditional 
mould of the hospital-based professional who confines himself/ 
herself mostly to the medical aspects of a “hospital case". The 
trainer must play the roles of teacher, organizer, healer, fa- 
cilitator. In effect, he is a change agent seeking to catalyze 


the developmental process in the village. 


The training staff in each diocese is usually composed of four 
to five people with a nursing or midwifery background. To be- 
come a trainer, a new recruit would have to undergo several 
months of supervised exposure in the field studying the train- 
ing and organizational aspects of the programme. She/he would 
usually accompany the senior staff during their training and 
gradually take on teaching and Organizational responsibilities. 
Occasionally, she/he may be sent for exposure to other areas 
where the health programme is more mature and the health staff 
more experienced in training. During this period of apprentice- 


ship, the new recruit has the Opportunity to learn about the 
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village culture and traditions. It is also a good time for her/ 
him to become acquainted with the work and to decide if it 


Suits her/him. 


Teaching and organizing are the primary roles of the trainers 
in the village. However, being health professionals, they are 
often requested to see and treat patients. When performing cu- 
rative care, they use indigenous resources whenever possible to 
assert the validity of using locally available remedies and to 


avoid the unnecessary purchase of commercial preparations. 


Learning by experience and sharing these experiences are the 
main ways by which the people in the programme seek to improve 
their work. In Mindanao, for example, delegates from local pro- 
grammes have met at annual conferences since 1977 to discuss 
the pertinent issues of the day. (Only in 1980 did such a con- 
ference not take place.) These conferences usually run for 
three days. They provide the opportunity for workers to gain a 
broader view of CBHP in Mindanao and to meet with colleagues 
from different areas. The latest convention which was held in 
November 1983 and attended by some 40 VHWs and 30 staff members 
focused on the desire of the VHWs to create their own associa- 


tion and have this recognized under the laws of the country. 


V. Number of VHWs in CBHP 


The Community-Based Health Programme has been started in 26 

dioceses all over the country. In Mindanao alone, some 2,500 
VHWs have been trained since 1979, 1,700 of which are consid- 
ered active. All in all, we estimate that this church-related 


programme hag produced 2,300 active VHWs at present. 


Vii. Some Issues of Training 


Let us focus on several issues which are pertinent to our dis- 


cussion of training. 


1. Cultural gap between trainers and trainees 


Training VHWs involves more than just the transfer of skills 
and technology. Oftentimes, there is a large cultural gap that 
separates the urban-schooled trainer and the rural-bred trainee. 


Infusion of technical knowledge does not necessarily close this 


gap. 


Health professionals come to the village to spread information 
about good health care. They enter an environment where people 
hold different concepts about illness and use different symbols 
to express these concepts. What health professionals see as su- 
perstitious beliefs and practices are in fact parts of a sys- 
tematic world-view that has been passed on for generations. The 
field worker must respect these traditional beliefs and distin- 
guish those that are good, bad, neither-good-nor-bad. Only then 


can he encourage what is good and discourage what is bad. 


In one of our communities endemic for schistosomiasis japonicum, 
people believed that large bellies were caused by evil spirits. 
People would die without seeking medical attention. They be- 
lieved that the illness was caused by a curse and only prayers 
and amulets would cure it. Simply lecturing to villagers about 
schistosomiasis did little to change either their outlook or 
behaviour towards the disease. The breakthrough came when one 
of our VHWs had her husband cured of the disease in the govern- 
ment clinic. Since that time, patients have steadily come to 


her and she refers them for treatment. 


There are many villagers who do not have correct ideas of dis- 
ease-causing microorganisms thinking that they are very small 
insects visible to the eye. Having them see bacteria under the 
microscope directly enables them to understand that "evil 12) oe 
its" can be identified and eventually treated. 
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For the tradition-bound villager, personal experience, not lec- 
tured inputs, are the best teacher. Villagers gain knowledge by 
verifying information that is passed on to them. Teaching 
achieves best results if it is simple and made compatible with 


traditional beliefs. 


Zz. VHWs ' concept of their roles 


(based on a survey of 36 VHWs from Mindanao) 


In 1981, 36 VHWs attended a Mindanao-wide convention and iden- 
tified four roles that they are called upon to play in the vil- 
lage: 1) teacher; 2) healer; 3) organizer; and 4) leader. We 
asked each VHW to assign percentages to each role to reflect 


the amount of time he spent in the performance of each one. 


Rating: 50% or more Percentage of 
Role 
Number of responses responses 

Teacher , 7 7/36 = 19% 
Healer 6 6/36 i#2037% 
Organizer 10 10/36 = 28% 
Leader 2 2/36 = 6% 

as 70% 


Eleven of the 36 VHWs (30 percent) distributed their percentages 
more Or less equally among the four roles, i.e., none of: their 


ratings was 50 percent or greater. 


VHWs have often been thought of as "paramedics" or "auxiliaries", 
people at the lowest level of the health care pyramid. This is 
so because they have acquired some measure of health skills and 
can provide some services in the village. However, having been 
selected and supported by the community, where primarily does 
their accountability lie: to the organization that has trained 
them or to the community that has selected and accepted them? 


The question of their role is pivotal to this issue. 
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We have observed that most VHWs see themselves in roles where 
they are primarily accountable to the community rather than to 
the staff that has trained them. They serve as long as the com- 
munity wants them and as long as they can, without prejudice to 
their personal and family welfare, continue to serve. Moreover, 
even if their training largely dealt with health, their roles 
are not limited to "teaching and giving health care" but also 


include "leading" and "organizing". 


The implications of this are: 1) the VHW is not simply an "ex- 
tension" of say, the local health clinic, and health profes- 
Sionals should not relate to them in this way, and 2) although 
VHWs perform leadership and organizing roles, they will still 
need technical guidance and support for their health work from 
trainers outside the village. In both instances, it is the in- 
teraction between the village and the health care system that 


is at issue here. 


We are not simply concerned with closing a gap at the village 
level which the health care system has failed to fill. We are 
looking to build upwards from the village level a health system 
that truly serves the needs of those in the village. To do this, 
we need to train VHWs who understand health problems in broad 
biological and sociopolitical terms. With broadened understand- 
ing, there follows a broadening of the roles that they eventu- 
ally see themselves performing. It remains for the trainer gen- 
uinely concerned with problems of the village to support the 


VHWs in these varied and important roles. 


3. What methods are used to train the VHWs? 


a 


VHWs teach others the way they have been taught. We have ob- 
served some VHWs pass on to others what they have written down 
in their notes, including technical jargon and names of micro- 
organisms. When this happens, we very much doubt the practical, 


use of the knowledge gained. 
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It should be stressed that like most people, villagers learn 
best when they have actually experienced what has been taught. 
For example, they learn about the efficacy of a herbal cough 
mixture after they themselves have experienced its good effects. 
Loads of theoretical knowledge are often usually stored in the 
notebooks but not in the memory. Only: by actually doing, do 


they remember. 


Therefore, trainers try to make their training as practical as 
possible and to use actual situations as opportunities for 

training. For example, during training sessions, it is common 
for sick patients to seek consultation. Trainers use the occa- 
sion to demonstrate how to care for the patient and to discuss 


how to prevent the illness in others. 


Each local area tries to develop its own teaching aids and we 
view this as a positive attempt to conduct training creatively. 
It is this spirit of creativity which we want the VHW to absorb 


during his training. 


Furthermore, it should be pointed out here that some degree of 
individualized attention must be accorded to each VHW. VHWs 
have varying capabilities and preferences and a good trainer 
must be able to distinguish differences among VHWs so that he 
can cultivate each one's abilities. For example, not all VHWs 
have the interest or the ability to become microscopists ina 
TB control programme. Knowing this, a trainer must carefully 


select the VHWs who will undergo microscopy training. 


4. How are the VHWs followed up after training and for how 
long? 


Follow-up means regular meetings and contact between the health 
staff and the VHWs even after the training has been completed. 
These meetings allow the trainers to re-inforce the training 
given, evaluate the performance of the VHWs and provide some 


guidance in the field. Trainers usually follow up the VHWs 


regularly in the villages for three to six months after comple- 


tion of training. By the time regular visits to the village 


cease, the health staff will have been working there about 12 


to 18 months. 


There are two main issues during the follow-up phase: 


a) How long should the staff follow up over the short term? 


b) Should the VHWs be indefinitely followed up (long-term) and 
who would be in a position to do this? 


The issue of short-term follow-up eventually rests on whether 


the staff believes that the VHWs can now do the job that they 


were trained to do. Can they recognize the symptoms of common 


illnesses? Can they resort to herbal remedies for these ill- 


nesses? Can they prepare oral rehydration solution and instruct 


mothers how to use it? Do the VHWs know when and how to refer 


patients to the doctor? These are only a few questions that the 


staff should ask themselves in deciding if they can now formal- 


ly phase out. In other words, it boils down to an assessment of 


whether the objectives of health skills training have been ac- 


complished. 


However, it does not always happen that such an assessment is 


satisfactory and often phase-out occurs without this point com- 


pletely resolved. Often the growing demands for the health pro- 


gramme in other areas 


apply pressure on the staff to move on 


and focus their attention elsewhere. 


Over the years, the number of trained VHWs has increased but 


the size of the staff 
ever-increasing ratio 


long-term guidance of 


Two courses of action 


is to be maintained: 


employed by the programme has not. This 
of VHWs to health staff makes adequate 
the VHWs physically impossible. 


can be considered if long-term follow-up 
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a) expand the programme only insofar as long-term follow-up of 


VHWs can be satisfactorily maintained by the health staff; 


b) devise a way by which long-term follow-up can be done by 
personnel who might be able to do so (é.g. parish staff, 


government health personnel). 


Curtailing the expansion of the programme because of limitations 
in the capacity for follow-up is not an attractive option in the 
face of the growing interest in primary health care programmes. 
Even now, there are heavy demands on local staff to open the 


programme in many parishes. 


On the other hand, passing on the responsibility for follow-up 
to personnel outside the programme has not worked out well ei- 
ther. Practically speaking, only the parish staff or the govern- 
ment rural health unit would be in a position to take over the 
Supervision of the VHWs. However, in the case of the parish 
Staff, there is ordinarily no person qualified to take over the 
guidance of the VHWs. Parishes do not hire nurses or midwives 

to work for them. On the other hand, where government personnel 
are concerned, basic attitudes about the role of the VHWs are 
different. They tend to see them as "auxiliaries" who can run 
errands for them. There are cases where VHWs have resented this. 
Furthermore, the actual process and protocol of shifting follow- 
up responsibilities have not been sorted out. Much resistance 
has to be overcome in getting the parties concerned to enter 
into new work relationships. In any case, adequate thought must 
be given to how VHWs will eventually be followed up after the 


completion of training. 
5. What difficulties have been encountered? 
ee ete eee eet eC UUICEL Cie, 


a) Keeping the VHWs active and minimizing dropouts 


We normally expect at least 30 percent of VHWs who complete 
training to drop out within a year after completion of 


training. The usual reasons for dropping out are: 


b) 


c) 


(1) 


(2) 


(3) 


(4) 


(5) 


The 
VHW 


community expectations, 


243 


a complaining spouse - the spouse complains that the 
wife or husband's duties as a VHW interferes with 


earning a living or looking after the children; 


need to work for a living - the VHW wants to devote 


more time to activities that will earn some money; 


desire to return to school - young VHWs who have been 
out of school for a few years want to continue their 


studies; 


transfer of residence - the VHW leaves the community 


to settle elsewhere; 


fear of risks involved - VHWs sense immediate danger 
to themselves and their families in areas where mili- 
tary forces of the government suspect them of being in 


league with anti-government guerillas. 


programme offers no material inducements for keeping a 


active. Rather, moral and psychological pressures like 


encouragement from the health staff 


or the VHW's own sense of commitment, play a greater part 


in sustaining his/her activity. 


Recruiting health professionals into the programme 


Community work is not attractive to most health profession- 


als, 


and it is difficult to find nurses, doctors, or mid- 


wives who are willing to work in the programme. Through ex- 


posure programmes during summer, students and recent grad- 


uates are fielded to CBHP areas where they can learn about 


the conditions in the rural areas and hopefully become in- 


terested in working in the community. We have managed to 


recruit a few of our present staff in this way. 


Maintaining the programme where the presence of government 


soldiers is overt and menacing 


Because the programme seeks to develop people who have a 


strong confidence in themselves and in their collective 
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decisions, it can run afoul of the military that sees any 
such work as subversive of government. This is ironic be- 
cause the military, which claims to safeguard the civilian 
population then becomes the menace to the civilian popula- 


tion. 


The rural village where people are poor, ignorant and often 
exploited is where true development must take place. The 
health programme is one way of pushing development onwards 
by developing people who have a deep sense of their value 
and their Christian faith and who realize that being 
healthy means not only avoiding and curing illness but also 
Overcoming poverty, ignorance and their exploited state. We 
find that it is VHWs who see the work in this perspective 


who continue despite the risks that this work may involve. 


d) Measuring the impact of VHW training on the community 


Workers in the programme realize the need to quantify the 
effects of VHW training on the community in order to prop- 
erly assess their efforts. Difficulties in measurement 
arise because baseline data have not been systematically 
collected over the years. Furthermore, the indicators to be 
measured are not well defined. Lastly, this type of work 
requires good research methodology and most field workers 


are not capable of going into it. 


Vil. Lessons 


Looking back at the work of the last ten years, we are happy 
that the Community-Based Health Programme in the Philippines 
has developed over 2,000 active village health workers. We have 


learned the following lessons: 


1. Training and human resources development in a primary 
health care programme involve training of two types of worker: 


the VHWs and the trainers of the VHWs. It is vital that both 
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types of worker have the desire to serve in the villages. Fur- 
thermore, they must acquire the insight that health care goes 

' beyond giving dole-outs and attending to the sick. More fully, 
they are engaged in helping develop people and can do so by 
sharing their knowledge and skills with them. They must see 
that true development is never one that is imposed from without 
but must spring from people's own capacities to improve them- 
selves. Because this is so, it will take time and sustained ef- 
forts to achieve. Workers who realize this are happier, more 
creative in their teaching and more resilient in the face of 


frustration. 


2. Because of differences in socioeconomic and educational 
backgrounds, there are cultural gaps that exist between train- 
ers and VHWs. It rests upon the trainers, being the teachers, 
to begin the process of bridging these gaps. To do this, train- 
ers have to be familiar with the villagers' ways of life so 
that they can identify the obstacles to their acquisition of 
new knowledge, skills and attitudes. It is therefore important 
that trainers experience living in the village during their own 
period of training. 


3. It is often assumed that any person with a health back- 
ground is competent to be a trainer of VHWs. This is not so. 
The health programme needs trainers who have a good grasp of 
the social and btological basis of health problems in the com- 
munity. They should be willing to get their hands and feet 
dirty in the villages and be able to manage outside the tradi- 
tional role of the hospital-based health professional. Obvious- 
ly, most trainers enter the programme inexperienced and gradu- 
ally mature as they gain more experience. To a great extent, it 
is their openness and willingness to learn from the realities 


that confront them that determine how well they develop. 


4. Because the programme cannot indefinitely sustain the long- 


run follow-up of VHWs, more permanent organizations or 
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institutions will have to take over in the long run. Important 
considerations here include the attitudes, expertise and re- 
sources of those who will take over from the original trainers. 
Furthermore, due thought must be given to the process by which 
the actual turnover of follow-up responsibilities will take 


place. 


At present, the stability of the parish or of local village or- 
ganizations in taking over the programme has yet to be tested. 
While personnel here may possess the proper attitudes towards 
the work, they lack the expertise and resources to provide long- 
term guidance for the VHWs. On the other hand, the possibility 
of turning over follow-up responsibilities to government per- 
sonnel has also been considered but so far our experiences with 
them show that they lack the proper attitudes and experiences 


necessary to effectively work with VHWs. 


5. It is not true that we can "mass-produce" VHWs, and thereby 
improve health care delivery at the village level. Firstly, we 
want quality workers. We are not simply in the business of 
transferring skills from one person to the next. There are fun- 
damental attitudes that have to be internalized if the VHW is 
to function properly. Good attitudes cannot be "mass-produced", 
Secondly, VHWs are not simple "auxiliaries" or errand boys at 
the bottom of the health care system who are meant to be 
trained for simple tasks. On the contrary, VHWs play important 
leadership and organizing roles in the community and are valu- 


able workers for community development. 


6. Lastly, there is need to re-think the long-run goals of our 
programme which are: 1) to improve the health status of the 
community, and 2) to attain self-sufficiency in the health pro- 
gramme. After ten years in the field, we have come to think 
that by itself a health programme cannot be expected to achieve 
such ambitious goals. There are many variables that affect 


health and self-sufficiency which lie beyond the scope of a 


village health programme. No doubt the health programme will 
have its achievements. However, development that is true and 
' long-lasting must embrace fundamental economic and political 


issues that really determine whether people will be healthy or 
not. 
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Appendix 1: How Many VHWs have been trained in CBHP-Mindanao? 


Table 1 presents data on the number of VHWs in CBHP-Mindanao according to 
three time periods beginning January 1979 and ending July 1983, During 
these four and a half years, approximately 2,539 VHWs joined the training 
in 400 villages. These figures represent the output of 12 dioceses in 
Mindanao, ten of which are supported by contributions from MISEREOR, Ger- 
many. There are all in all 21 dioceses in Mindanao. 


Approximately 60,000 families live in the areas where CBHP has been estab-~ 
lished, Assuming an average family size of six, this amounts to 360,000 
people. The total population of Mindanao is 12 millions. The VHW: family ra- 
tios are theoretical estimates and do not mean that there is complete cov- 
erage of the families living in the programme areas (Table 1). 


Since the duration of training is usually six months, an estimate of six- 
monthly outputs of VHWs is calculated according to the three time periods 
(Table 2). There is a wide variation in the number of trained VHWs per dio- 
cese. Note the large standard deviations for the latter two time periods 

in columns 1! and 2 of Table 2. Note further that the number of dioceses (n) 
included in the estimates is less than the actual number recorded at the 
end of each respective time period in Table 1, We have not counted those 
programmes which either started training very late during the period or did 
not have the pertinent data. 


The wide variation in VHW output per diocese reflects to a large extent the 
differences in 1) the number and competence of the local trainers; 2) the 
interest and support of the local parishes; and 3) the stability of the lo- 
cal programme, Where programmes have experienced trainers, good parish sup- 
port, and uninterrupted activities, there are high yields of trained and 
active VHWs. 


The six-monthly outputs of trained and active VHWs in each period are shown 
in Table 2, columns 1 and 2. The outputs increase in the later periods and 
show wide variation. 


The average number of active VHWs per diocese at the end of each period is 
recorded in Table 2, column 4. 


The average percentage of dropouts ranged from 16 percent to 31 percent for 
the three periods (Table 2, column 3), 


What is the age and sex profile of the VHW? Of 5O VHWs surveyed in one 
diocese, the mean age was 36 £ 12 years, the youngest trainee being 18 
years and the oldest, 58. The females outnumbered the males three to one. 
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Appendix 2: Training Content 


Basic Training 


he 
ah. 
iii. 


National health situation 
Concepts of health and disease 
Types of treatment 
~ principles in caring for the patient 
~ principles on the use of simple home remedies 
- principles on the use of traditional medicine 
x acupuncture 
= herbal medicine 
+ western medicine 
Common symptoms and related diseases 


- fever - constipation - diarrhea - nausea and vomiting 
~ headache - cough - itchiness - abdominal pains 
First aid 


Maternal and child health 

~ care of the pregnant mother 
- care of the newborn 

- care of the growing child 
Care of the aged 

Nutrition 

Environmental sanitation 
Dental prophylaxis 
Responsible parenthood 


Secondary Level 


Concept of health and disease, including immune system and host 
defense mechanism 

Anatomy and physiology 

Pharmacology 

Physical assessment and history-taking 

Disease of the system 

Procedures 

- minor surgery 

- simple laboratory procedures 

- immunization 

- nursing procedures (catheter insertion, IV insertion) 
Acupuncture 

Herbal medicine 

Dental care 

TB 

- case finding 

- sputum exam 

- microscopy 

- EG 
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EDUCATIONAL AND TRAINING PROBLEMS IN THE PHC PROJECT OF DED/GTZ 
IN UPPER voLTa*/ 


Walter Seidel 


as Introduction 


1.1 Structure of the Upper Volta health system 


ee ey. 


Village level: 


Poste de Santé Primaire (PSP) 
Agent de Santé Villageois (ASV) 


Accoucheuse Villageoise (AV) 
Comité de Santé Villageois (CSV). 


Subdistrict level: 


Centre de Santé et de Promotion Sociale (CSPS) = 
dispensary (one nurse and one birth attendant) 
covers about 10 to 30 villages (sometimes up to 60) 
with a total of 10,000 to 30,000 inhabitants. 


District level: 


Centre Medical (CM) 

(one doctor, several nurses, birth attendants and 
midwife) - covers about 80 to 150 villages with a 
total of 50,000 to 100,000 inhabitants. 


Regional level: 


Hospitals of different size and different equipment 
in material and staff. Directeur Provincial de la 
Santé Publique (DPSP) = Regional medical officer, 
responsible for 3 CM and a population of 200,000 to 
300,000 inhabitants. 


National level: 


Ministére de la Santé Publique (MSP) = Ministry of 
Health. 


+/ Upper Volta has since been renamed Burkina Faso. 
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Regional limits of the project (see map) 


Provinces of Kossi, Moun-Hou, Sourou, Bougouriba, North of 


Sahel and Kénédougou: 


7 CM with one German doctor. 8 CM with an Upper Volta doc- 
tor, which take part in the follow-up programme after de- 
parture of the German doctor. 


Provinces of Yatenga and Soum: 


4 mother and child care centres with one German nurse each. 


Historical aspects 


The project started in 1975 and has been considerably 
changed on the basis of a cooperation contract (in 1981) 
between DED (which furnishes the medical staff) and GTZ 
(which furnishes the money). The project is integrated in 
the Upper Volta Health system and works in the framework 
of the national planning (programmation nationale) 1981- 
[pee ier 


Objective 

Improvement of rural health services in the zone of inter- 
vention by 

- furnishing a doctor where there is none; 


- construction and repairs of dispensaries, medical cen- 


tres and regional hospitals; 
- additional medicaments; 
- additional equipment; 
- assuring transport facilities; 


- training of nurses, birth attendants and midwives (on 


the job, Seminars, etc.); 


- installation and follow-up of primary health care ser- 


vices. 
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tev @opecifics: of primary health care in Upper Volta 


1.5.1 The ASV and AV are formed at the CSPS level by the 
nurse and midwife during three- to four-week 
courses, with annual, bimonthly or irregular re- 
cycling courses of a few days up to two weeks. 


1.5.2 Generally the equipment as well as upkeep and pay- 
ment of the ASV/AV is at the charge of the villag- 
ers, 


1.5.3 Generally a village has two ASV and two AV. 


1.5.4 The target population of the project is about 20 
percent of the Upper Volta rural population. They 
are served by 115 dispensaries and medical centres. 
37 percent of the target population live in a 5 km 
circle around these medical institutions; therefore 
63 percent live further than 5 km. About 40 to 50 
percent of the latter benefit from the existence of 
aPSEe 


1.5.5 A special handicap is the large variety of local 
languages. There are three national languages (Moré, 
Dioula, Fulfulde), but there are still many people 
who speak none of them. In rural areas the percent- 
age of French-speaking people is ten percent for 
the male population and two percent for the female 
population. 


1.5.6 About 50 percent of the ASV and 90 percent of the 
AV are illiterate, the national average of literacy 
being by ten percent. 


1.5.7 Emigration to Ivory Coast is a threat to PHC work 
in Upper Volta, up to a third of the ASV being tem- 
porarily absent. 


2". Pedagogical Training and PHC Training for German Experts 


In accordance with the Spath/Nitz Paper a lack of pedagogical 
training must be stressed. Where it exists in limited forms, 
it has proven useful and a wish for extension has been pro 


nounced. 
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On the one hand, however, such training in Germany may be too 
far from the reality of a Third World country, on the other 
hand the expert having arrived in the developing country tends 
to be tired of long preparatory courses and wishes to begin his 
work on the spot; both may make it difficult to set up addi- 


tional pedagogical courses. 


Considering experiences in Upper Volta, we instead propose sem- 
inars on this subject together with the local counterparts and 
during the time of contract in the developing country (even if 
the expert commits many errors in the beginning, which happens 


even to the best-prepared expert). 


Some good preparatory work on the problems and reality of PHC 
is done by lectures during the preparatory course for doctors 
and nurses at the Institute of Tropical Hygiene (Prof. Dies- 
feld). The problems were presented mainly by German experts who 
had worked in the developing countries, which resulted in im- 
pressions very close to reality, but also in a certain lack of 
a systematic overall view of the key problems of PHC as well as 


a certain "Germano-centric" view of the problems. 


3. Pedagogical Training and PHC Training for the Upper Volta 
Medical Staff 


3.1 University and school level 


Setx' Doctors 


Up to now PHC and pedagogical training have not yet 
entered university courses, consequently the doctor 
starts working as a layman in PHC and in teaching 
(similar to his colleague from Germany) . 


Nota bene: The first doctors left Ouagadougou Uni- 
versity in 1983, the vast majority had 
been trained abroad. 
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Nurses/midwives: 


Primary health care, public health and health edu- 
cation are lectured during courses at the national 
nurses and midwives school, but at a too theoreti- 
cal level (Declaration of Alma Ata, the eight com- 
ponents of PHC, etc.). We judge it necessary to in- 
tegrate teaching personnel with field experience as 
well as experience in teaching and organizing. 


Sy. Postgraduate and after-school training 


ae gt 


Doctors: 


3.2.1.1. There 46.4, sort of on-the-job training 
within the framework of the "Groupe de Santé 
Germano-Voltafque" which regroups German and Upper 
Volta doctors working in the project zone (bimonth- 
ly or quarterly meetings). A part of the meetings 
consists of discussions, exchange of experience and 
lectures concerning PHC. We regard these meetings 
as extremely useful (if the agenda is not over- 
charged with organizational problems of the project) 
and they should be continued. 


3.2.1.2 In Cotonou, Benin, a WHO Institute Of Pub- 
lic Health offers one-year courses. Scholarships 

are provided by the national budget and internation- 
al multilateral or bilateral organizations. As yet 
there have been no scholarships within the frame- 
work of the project. 


3.2.1.3 The participation by experts and counter- 
parts at international seminars is financed from 
project funds (e.g. Brussels, 1982). 


Nurses and midwives: 


3.2.2.1 Nurses and midwives are sent to four-week 
courses on PHC, financed from project funds. These 
courses are organized by two institutions: 


- The CESAO (Centre des Etudes Sociales de l'Afrique 
de l'Ouest at Bobo-Dioulasso, a West African in= 
terstate institute founded by Catholic church or- 
ganizations. In their courses the stress is placed 
on monitoring community activities and on peda- 
gogical approaches in health teaching ("autopro- 

- motion paysanne"). Nurses and midwives have been 
sent to these courses since 1979. 


- The CNES (Centre National de 1'Education pour la 
Santé) is attached to the Ministry of Health and 
has been offering courses on health education in 
the context of PHC since 1983. The content and 
style of the courses are still determined by a 
rather traditional understanding Of public health 
and health education, and subjects are dealt with 
in too theoretical a way. We wish to see more 
field personnel as well as specialists in teach- 
ing, organizing, and monitoring giving lectures 
in these courses. 


3.2.2.2 Nurses and midwives receive a certain 
amount of training on the job by their doctors who 
supervise the PHC activities and the formation of 
the ASV/AV. The amount of training given depends 
largely on the activity of the doctor himself and 
is not standardized. However, irregular recycling 
courses are organized at the CM level. 


3.2.2.3 A public health course of three months is 
organized at the WHO School in Lomé (Togo), and 
nurses are sent there (two per year) within the 
framework of the project. 


3.2.2.4 Several seminars at CM level have been 
held in collaboration with the CESAO. An exchange 
of experience and follow-up seminars to the four- 
week courses seem to be very useful and should be- 
come a regular item. 


3.2.2.5 Certain pedagogical materials and teaching 
aids are furnished by the project. Flannelgraph 
pictures developed and edited by GRAAP (Groupe de 
Recherche et d'Appui a l'Autopromotion Paysanne) at 
Bobo-Dioulasso in collaboration with CESAO, illus- 
trated albums by GRAAP, handbooks "Notre Santé" for 
the ASV/AV, edited by an expert attached to the 
diocese of Bobo-Dioulasso (Dr. Faivre). 


There is still a lack of accessible adapted and 
widespread teaching material and doctors improvise 
a lot themselves at the CM level. These experiences 
should be collected and introduced into the CESAO 
and CNES courses and into the GRAAP publications. 
More time and money should be spent on local and 
regional recycling courses on the PHC training prob- 
lem. 
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4. Traditional Medicine 


Traditional medicine has been a subject of discussions in the 
Groupe de Santé Germano-Voltatque but has not been introduced 
in a coordinated manner into the project work. There are, how- 
ever, local initiatives. National research work as a prepara- 


tion for the popularization of effective traditional medicine 


is being done. 


oon Conclusion 


We agree with the authors of the Spatz/Nitz Paper that much 
work has to be done on the problems of PHC training at the 
nurse/midwife level as well as at the doctors' level. Some pro- 
posals have been made above. We emphasize that participation by 
field personnel (experts and counterparts) in courses for learn- 


ing how to teach PHC is essential. 
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EDUCACAO POPULAR - AN ALTERNATIVE STRATEGY FOR PRIMARY HEALTH 
CARE PROGRAMMES IN BRAZIL 


Hans-Jiirgen Fiege 


Preliminary observations 


This report attempts to assess some of the experience with cer- 
tain aspects of implementing PHC gained by the author during 
his work as social scientist in a FASE team in Fortaleza/Cear& 


(Northeast Brazil) commencing in 1980. 


FASE (Federagao de Orgaos para Assistencia Social e Fducacional) 
is a national nongovernmental organization, the local teams of 
which attempt through an integrated and interdisciplinary ap- 
proach to develop emancipative educational and social projects 
in cooperation with disadvantaged groups of the population. 
Their aim is to help change material living conditions and the 
balance of power in society in favour of the "marginalized ma- 


jority”. 


The team working in Fortaleza comprises pedagogues, sociolo- 
gists and lawyers who work together with trade unions, local 


communities and action groups: in city districts and slums. 


In this report we will outline the following: 


- the context of our work; 
- the political and pedagogical aspects of our project approach; 
- the practical implementation of this project approach, 


This outline is based on the assumption that there is a corre- 
lation between grass-roots projects such as ours and the spe- 
cific context in which they develop and that therefore such 
projects cannot necessarily be transplanted from area to area. 
However, we believe that our methodological approach and its 
implementation provide useful pointers for other projects and 


hope that our report will be interpreted in this way. 
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Begging is increasingly becoming a strategy for survival 


We are all Severinos, 

Equal in all life gives, 

Equal in the death we die, 

The death of the Severinos, 
This is the death you die, 

Of infirmity, not even thirty, 
In an ambush, not even twenty, 
Of hunger, every day a little. 
Through illness and weakness, 
Death catches the Severinos 

At every age, 

Even those still unborn. 


(Jodo Cabral de Melo Neto) 


The picture the poet draws of his homeland, the North East of 
Brazil, in the poem "Life and Death of the Severinos" written 
in the 1950's has, with the possible exception of the average 
life expectancy, changed very little to the present day. The 
North East, a region with nine federal states covering an area 
of approximately 1.6 million square kilometres with a popula- 
tion of about 35 million (1/3 of Brazil's total population) is 
the country's poorhouse, and, if classified separately, would 
certainly be among the LDCs. To support this, we provide below 
some data taken from the "North East Project" presented by the 


Brazilian Government to the World Bank in 1983. 


Income and unemployment 


"If we consider that the nominal minimum wage (at present ap- 
proximately DM 125 a month) corresponds to Only a quarter of 
the actually required minimum wage (defined by the constitution 
of 1938), we must state that 84.5 percent of those in emp loy- 
ment in 1980 earned a maximum of 50 percent of this required 


minimum wage." (SUDENE, 1983, p. 20) 


This situation becomes more critical if one also takes into ac- 
count the fact that today approximately 50 percent of the work- 
force are un- or underemployed and this figure is continuing to 


rise. 
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Infrastructure 


"Whereas in the North East only 42 percent of households were 
connected to the electricity mains, the national average was 
67 percent, with this figure rising to 82 percent in the South 
East. Water supply, not to be compared with tap or drinking 
water, was available to 56 percent in the North Fast, but to 
82 percent in the country as a whole." (SUDENE, 1983, p. 20) 


Education 


"In 1980, almost half of the population (47 percent) was 
illiterate compared with a national average of 26 percent and a 
figure of only 17 percent in the South East. Approximately 70 
percent of the population went to school for a maximum of one 
year. The immediate consequences of inadequate schooling are: 
sociopolitical subordination (noninvolvement in the process of 
political decision-making, and violation of human rights) and a 
corresponding socioeconomic dominance of the informal labour 


market, i.e. one providing no security." (SUDENE, 1983, p. 21) 


It is clear that the combination of these factors leads to 
catastrophic living conditions for the vast majority of the 
population. If one also bears in mind that from 1979 to 1984 
the region was hit by one of the regular periods of drought 
which, as a result of the semifeudal land tenure system coupled 
economically and politically with an administration pervaded by 
nepotism and corruption, destroyed the already meagre founda- 
tions of a weak subsistence economy, it is hardly surprising 
that the authors of the project study conclude: "Begging is in- 
creasingly becoming a strategy for survival." (SUDENE, 1 DBS, 


p. 219: 


1/ See also Root, Renate: Der brasilianische Nordosten 1964- 
1980; Esprint-Verlag, Heidelberg, 1981. 
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Our main illness is hunger 


I count those who die of plague, typhus and worms, 
of diphtheria, cancer and bilharziasis; 

whether we call it fever or something else, 

in truth all these have died of hunger. 


(Ferreira Gular) 


"Infant mortality 


Last year (1983), the Health Minister of the State of Ceara an- 
nounced that as a result of the drought the infant mortality in 
the region (normally expressed per thousand) had increased to 
25 percent (according to an interview for the local press). In 
“normal years" infant mortality lies between 15 and 20 percent 
and is caused almost exclusively by diseases such as respirato- 
ry illnesses, infections, parasitosis, and gastro-intestinal 
diseases which could be controlled by PHC programmes, but which 


here affect children who are chronically undernourished. 


Nutrition 


Here a quote from Nelson Chaves, one of the best known nutri- 


tionists: 


"Nowadays, Children are being born with only 40 to 60 percent 
of the normal number of brain cells. Since there is no chance 
of renewal, they live their lives as mental cripples. There is 
no remedy for this. At school, these children have to repeat 
year after year because they are incapable of learning. In this 
way a generation of dwarves and mental cripples emerges whose 
ability to work is very limited. Their number is increasing as 
hunger increases due to inflation and price rises. And nothing 
is being done to stop it. It appears that the government does 
not care about this act of silent violence." (Quoted from 


Patarra, ivo; 1983, <peagze 
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The authors of unpublished government documents, such as 
Sudene, and nutritionists estimate that between 60 and 80 per- 
cent of the population of North East Brazil suffer from chronic 


forms of malnutrition. 


Housing conditions 


Housing conditions also contribute significantly to the misera- 
ble health status of the majority of the population. According 
to the "Fundagao PROAFA" which is responsible for the removal 
of the "Favelas" in Fortaleza, at least one third of the town's 
population lives in slums which possess virtually no clean wa- 
ter or sanitation. (Fundagao PROAFA, Annual Report 1982, Forta- 


leza/CearA) 


Medical care 


Carlos Gentile de Melo, one of Brazil's leading scientists in 
the field of public health, provided the following assessment 
of health care in 1981: 


".-.- without doubt chaotic, elitist, corruptive and irrational. 
Chaotic due to insufficient coordination between the various 
institutions concerned, including no less than 70 Federal agen- 
cies which in many cases are openly hostile to one another. 
Elitist because the system and all measures taken favour the 
high-income brackets. Corruptive because non-medical and non- 
functional approaches cause serious distortions which in the 
end destroy the idea of medicine and the image of the doctor. 
Irrational because by favouring hospital medicine and high-tech 
medicine, curative medicine receives greater priority than pre- 


ventive measures." (Gentile de Melo, C., 1981, is, 25) 


This system robs about 40 million Brazilians of access to ade- 
quate health care and means that a doctor employed, for example, 
by the State of Ceara receives a monthly Salary of approximate- 


ly DM 300. It is therefore not surprising that doctors employed 
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to work for 20 hours a week in state-run outpatient departments 
in fact only work for one to two hours. Control or disciplinary 
measures are difficult not only because the doctors are obvious- 
ly underpaid, but also because they acquire and retain their po- 
Sitions on the basis of their "connections" to politicians and 
not on the basis of their competence and performance. Even if 
the doctors employed by the state improved their performance, 
this would cause no significant change as they would as a rule 
be condemned to inactivity due to a lack of materials (from 


plasters to vaccines). 


The Declaration of Alma Ata and its application in Brazil 


At the opening ceremony of the 7th National Health Conference 
in May 1980, the Government presented a "National Primary 
Health Care Programme". Halfdan Mahler, Director General of the 
WHO, also attended the Conference and posed two questions with 


respect to the proposed programme: 


1. “Are you prepared to initiate the radical changes necessary 
in the structure of the health service in order to adapt it 


to the priority needs of PHC? 


2. "Are you prepared to favour peripheral areas of society in 


utilizing health resources?" 


He continued: "If you answer these two questions in the affir- 
mative, it is clear that PHC has a great future in Brazil". 
(Quoted from Gentile de Melo, C., 1982, p. 26.) 


Unfortunately, the (concealed) doubts expressed in these ques- 
tions have fully materialized: there is no national PHC pro- 


gramme accompanied by the required redistribution of resources. 


Although in recent years attempts have been made to develop lo- 


cal and regional programmes (with varying degrees of success), 
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at national level the existing power structures have so far 
_foiled all serious attempts in this direction." 


Hardly a month goes by without the presentation of new pro- 
grammes or projects at seminars and congresses (mostly remote 
from the realities of society). Thus far, this has not led to 
a visible improvement in the health status of the population: 
in fact, as far as an assessment is possible, the situation 


seems to be deteriorating. 


Today there are clear signs that the state of the economy cou- 
pled with the high level of debt in the system of health and 
pension insurance (INPS/INAMPS) is gradually forcing a reorien- 
tation of the national health service in favour of the outpa- 
tient and preventive sector (in the sense of a "second best so- 
lution") .2/ However, trends already apparent justify the fear 
that this is simply a way of cutting costs and not of introduc- 
ing structural changes in national health policy whilst extend- 
ing the highly specialized health facilities for the privileged 
of Brazilian society. 


1/ Of interest here is the article: "The Fate of Primary 
Health Care in Brazil", by Macedo, Carlyle G. de and B. 
Vieira, Cesar A. de, 1983, which analyzes the fate of 
"PREV-Satide". 


2/ See also Reorientacdo da Assisténcia e safide no ambito da 
Previdéncia Social. MPAS, 1983. 
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Educa¢ao popular - an alternative 


Why? 


In our view, the conditions outlined above clearly illustrate 
that the reason for the desperate (health) situation of the 
vast majority of the Brazilian people lies in the socioeconomic 
and political structure of this newly industrializing country. 
Over the last 20 years in particular, Brazil's development pro- 
cess has led to the social, economic and political marginaliza- 
tion of approximately 80 percent of the population. In concrete 
terms, this means that the material living conditions of this 
majority have continuously declined and that attempts to fight 
this development have met with political and, if necessary, 
military repression. This, coupled with a policy of “bread and 
games", led during the period of “milagre econdmico" (1968-1974) 
to a depoliticization of the population. In recent years, there 
has been a gradual “opening” (abertura) of the political system 


as a result of the crisis which followed the period of "milagre". 


The Declaration of Alma Ata stated that in addition to a spe- 

cific policy in the health sector, the desired goal of "health 
for all by the year 2000" requires measures which will improve 
the general living conditions of the population. In Brazil this 
will entail radical structural changes if the measures are not 


to remain mere cosmetics. 


In our opinion, structural changes of this kind can only be a 
realistic proposition in Brazil if they come "from below", i.e. 
through a change in the balance of power in society by and in 
favour of the majority. Measures initiated "from above" are on 
the one hand unrealistic, and on the other will not meet with 
sufficient trust on the part of the population. What is re- 
quired is a genuine increase in participation by the population 
in relevant decision-making processes which in turn is to be 


achieved through a process of social and political education. 
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How? 


' One of the ways of achieving this aim is through Educa¢gao Popu- 
lar. This form of educational activity for adults has developed 
over the last 20 years on the basis of the findings of Paulo 

1/ 


Freire—' and practical pedagogical work among the population. 

The main institutions responsible for this work were and remain 
non-governmental organizations and the churches which cooperate 
with small groups not accommodated in the Brazilian development 


model. 


The concept of Educagao Popular, as espoused by us, assumes 
that structural changes in favour of the majority of the popu- 
lation can take place only if it is possible to set in motion a 
dynamic process within specific groups of this section of the 


population. This process has three elements: 


Conscientiza¢gao + Organizagao + Agao transformadora 
Consciousness building + Organization + Action for change 


Educa¢ao Popular is therefore oriented to: 


a) the concrete subjective needs and priorities of the target 
groups (e.g. village communities, slum dwellers, base com- 
munities, rural workers, small farmers, etc.); 


b) the history and collective experience of the target groups; 


c) the level of education and consciousness of the target 
groups; 


d) the type and degree of organization within the target 
groups. 


1/ As an introduction see: Freire, Paulo, 1980: Conscientizaeao. 
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We build these elements into a process of discussion with the 


target groups during which we attempt to develop projects and 


promotion measures aimed at: 


a) 


b) 


Cc) 


improving the material living conditions of the target 
group, which always includes problems of a general and spe- 


cific nature; 


stabilizing and extending organization within the target 
group which entails improving traditional or developing new 


forms of organization; 


improving the level of education and consciousness of group 
members, which, in addition to imparting technical and/or 
organizational knowledge and skills, involves about all en- 
abling the target groups through a process of reflection to 
comprehend and analyze their situation and to use this in- 
Sight as a basis for developing forms of action and strate- 


gies for change. 


After a joint discussion of criteria and possible dependencies, 


the groups themselves decide upon cooperation and upon the spe- 


cific measures and projects. 


"Favela do Dendé" - a case study of an "Educacgao Popular" 


project in Fortaleza/Cear&a 


We begin by emphasizing that this case study is not necessarily 


representative of all the projects served by our team in and 


around Fortaleza and in the rural areas of Ceara. "Favela do 


Dendé" is simply an example to illustrate clearly the mistakes 
we had to correct in the course of our cooperation, and the 
process Of learning which Educa¢ao Popular involves for those 
concerned. In our description of the project we have concen- 
trated on PHC in its narrow sense, which means that other as- 
pects have been slightly neglected although they were of equal 


importance for overall development. 
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Daqui_ nao saio, daqui ninguem me tira (I'm staying here, no- 
. body can make me move from here) - the situation of the Favela 


The “Favela do Dendé" is situated in the eastern suburbs of 
Fortaleza, a town with 1.5 million inhabitants, making it one 
of the largest in Brazil, and an extremely high population 
growth rate. The Favela is home for approximately 15,000 people, 
half of whom are under 20 years of age. Children under five con- 
stitute about 25 to 30 percent of the population. The Favela 
covers an area of three to four square kilometres. Its houses 
are mostly made of mud (70 to 80 percent), the traditional 
building material of the poor; the rest being made of bricks. 

As in half the town itself, there is no water supply or sanita- 
tion. 


On commencement of our work there were no public facilities in 
the Favela; the nearest, a small school and the health centre 
of Fortaleza University (UNIFOR, private), were outside, albeit 
easily accessible. The latter provided partial health care for 
the inhabitants of the Favela in addition to conducting peda- 
gogic and paramedical training. 


The Favela has existed for ten to fifteen years and therefore 
has a well developed social and commercial infrastructure. 
About ten percent of the inhabitants have bought their plots of 
land and have documents to prove it. However, in all cases the 
purchase was illegal and so no rights or claims to ownership 
exist. A further ten to fifteen percent pay in some cases ex- 
horbitant rents for their dwellings, and the rest are so-called 
squatters who took possession of a piece of barren land and, as 
far as their financial situation allowed, built their house 
upon it. 


There are no exact figures on income as full-time employment is 
the exception to the rule. However, various random analyses 


show that approximately 90 percent of the inhabitants have a 
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family income corresponding to a maximum of two minimum wages 
(DM 250 in September 1984), half of these having to suffice 
with one minimum wage or less. In recent years, unemployment 
and underemployment with all their consequences (no social in- 
Surance, increases in theft and violent crime) have reached 
alarming proportions. It is also important to note that the ar- 
ea in which the Favela is situated is seen by "rich Fortaleza" 
as room for expansion. This kindles property speculation and is 


a latent threat to the continued presence of the inhabitants. 


Water, school, health - project begin July 1980 


At the invitation of a citizens' action group in one part of 
the Favela, we commenced our work with a meeting attended by 
approximately 20 people. During the meeting, the lack of school 
places, inadequate health care, and the precarious water situa- 
tion were named as urgent problems. Latent fear of expulsion 


was also evident among the participants. 


In this initial phase, it was our objective to increase our 
knowledge of life in the Favela through various meetings, home 
visits and street gatherings. At the same time, we intended to 
reinforce the group's organizational capacity on the basis of 
its articulated needs, and, through meetings in the evenings 
and at weekends, to impart ways of finding and implementing so- 


lutions to the existing problems. 
The following measures were introduced virtually simultaneously: 


~ the establishment of a provisional school (in parents' houses) 


and training for lay teachers; 


- the building of a community centre as a joint project (small 
financial input by FASE); 


- the initiation of a health project (with the support of a 


voluntary group of doctors and medical students) ; 
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- a campaign to recruit members on the basis of our activities; 


- a campaign on the problem of water in the Favela, dispatch of 
several deputations to the prefecture (mayor's office) to de- 


mand emergency measures. 


In the following we wish to concentrate on the health project. 


The expert phase (August 1980 - December 1981) 


In this initial phase, one pediatrician, two medical students 
and a number of women and girls from the Favela worked on a 
voluntary, t.e. unpaid, basis. Within this grouping, there was 
a "natural", albeit unintentional, dominance of the "profes- 
sionals" who possessed specialized knowledge and used this 


knowledge to direct the project. 


A sample survey using a questionnaire composed collectively by 
the group and answered by approximately 100 households in the 
Favela showed that the most serious problems, seen both objec- 
tively and from the viewpoint of the inhabitants, lay in the 


"under-five” sector and were the result of serious malnutrition. 


As.-a next step, a consulting hour for mothers and children was 
conducted twice a week in the house of a group member, a "“re- 
tired" lay midwife and "healer". Not least because of the free 
medicines contributed by the "professionals", these consulting 
hours enjoyed great popularity. In the course of these consult- 
ing hours and during follow-up discussions, the helpers from 
the Favela received on-the-job training. The team made several 
attempts to conduct classes on health problems augmented by 
slide shows, the emphasis being on questions of nutrition, hy- 
giene, contagious diseases, family planning, etc. Initially, 
these classes were well attended, but numbers soon began to 
drop. It was not possible in this phase to induce the inhabi- 
tants to participate actively instead of merely playing the 
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role of listeners and spectators. One reason for this was that 
they were more interested in substantial improvements in cura- 
tive health care than in educational activities. In the former 
area we had through our efforts managed to make progress: the 
inhabitants of the Favela were therefore to a certain extent 
bound to express their thanks (e.g. by attending our events), 
but by no means to become actively involved. Moreover, respon- 
Sibility for the programme lay in the hands of “proven special- 
ists" who were more dedicated, hard-working and cheaper than is 


generally the case in state-run outpatient departments. 


It was a certain consolation for us and our female helpers 
(monitors) from the Favela that at this juncture a movement 
came into being in our federal state with the aim of exchanging 
and coordinating experiences in the field of community health 
(ENEMEC -—- Encontro Nacional de Experiéncias sobre Medicina 


Comunitaria). 


From mid-1980 to mid-1981 regular meetings and seminars attend- 
ed by as many as 25 groups were held in the town (every three 
months) and at state level (every six months). Our team was in- 
volved in coordinating the meetings, and we prepared our atten- 
dance carefully with the monitors from the Favela and sometimes 
with members of the citizens' action group. We also discussed 


the results with them. 


At the request of the monitors and the citizens' action group 
we conducted a training course for PHC promoters from mid-1981 
to the end of the year (by this time, the team of volunteers 
had been reduced to one pediatrician). This course was attended 
by five women and girls who had already been active in the 
health and education work of the action group. It took place 
once a week and was designed as a means of systematically com- 
plementing the work performed in the consulting hours by pro- 
viding theoretical instruction. As basic material we used ex- 


cerpts from D. Werner's "Where there is no doctor", of which 
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there is a Portuguese edition (Werner, D., 1979), documents 
produced by the above-mentioned meetings, and material prepared 


ourselves. 


As a result of experience gained during the consulting hours 
and our desire to enable the participants to work responsibly 
outside this framework, the following points of emphasis 


emerged: 
6 C«ofirst aid 
2) basic diagnostics 


3) familiarity with major diseases 
(fever, diarrhea, parasitosis, skin disease) 


4) simplified ways of treating dehydration and fever 


5) immunization. 


All the above were oriented primarily towards the under-five 
age group and were combined with treatment of the experiences 
gained in the field of weight control and breast-feeding cam- 
paigns. 


Initially, the practical part of the course was conducted dur- 
ing consulting hours and found far greater interest among the 
participants because it increased their status and presented 
the chance of future employment. Later we succeeded in estab- 
lishing a four-week period of in-service training for the par- 
ticipants in the health centre of UNIFOR (Universidade de For- 


taleza). 


By way of criticism of this first phase we would mention the 
failure to systematically integrate this activity in the health 
sector into the overall concept of the citizens' action group 
which was officially founded in January 1981 as the "Associag¢ao 


dos Moradores do Bairro de Agua Fria". 
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Whereas in the same period a community centre was built and the 
"Associagao" succeeded in securing financial assistance from 
the Ministry of Education for a school and pre-school programme, 
both of which received broad support from the inhabitants of 

the Favela, the health programme was largely neglected by the 
"Associa¢ao" in planning and evaluating its activities despite 
the fact that a meeting of the ENEMEC held in the Favela had 


been well attended by representatives of the "Associagao". 


The phase of integration (1982) 


The situation described above only began to change once the pe- 
diatrician working on the programme had been forced to leave 
due to an excessive workload. The resulting cessation of the 
consulting hours, which until then had constituted the basis of 
the programme, coupled with greater involvement of the monitors 
in the work of the Associa¢gao, led to an increase in the atten- 
tion devoted to the health programme by the executive board of 
the "“Associa¢ao". For the first time we succeeded in guarantee- 
ing that the Associa¢gao attached equal importance to the long- 
term consolidation of the PHC programme in the Favela in its 
planning and decision-making. In the course of a number of 
meetings prepared by us and the monitors, we also succeeded in 
developing a basic concept (April 1982) which contained the 
following demands as being essential to improvements in the 


health of the inhabitants: 

1) Adequate supply of water (in the short and long term) 
2) Efficient sewage and waste disposal 

3) Creation of emergency care in the UNIFOR health centre 


4) Introduction of a programme of "Safide Comunit&aria" (PHC) 
in the Favela. 
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The "Associagao" formed commissions which visited the press, 
UNIFOR, and various government departments in order to present 
‘this concept and to explain the demands it poeememied,./ 

All concerned soon realized that a solution to the problem of 
water supply and sewage disposal would only be possible within 
the framework of an urbanization and redevelopment programme 
(initial discussions on a programme of this kind had begun a 


short time previously). 


The university proved willing to extend and improve the quality 
of its cooperation and also to participate in a community 
health programme. In the course of several discussions between 
the Associa¢gao and UNIFOR, both sides agreed that as a first 
step a mini-health post should be created in the Associagao's 
community centre which at that time was being enlarged using 
public funds. This health post would be staffed by three moni- 
tors from the Favela who, with material support by UNIFOR and 
under the supervision of both UNIFOR and the Associagao, would 
perform tasks in the areas of primary curative medicine, pre- 
ventive medicine (inoculations), and health counseling on prob- 


lems such as breast-feeding campaigns, oral rehydration, etc.). 


The citizens' project - 1983/84 


The rest of 1982 passed against a background of wranglings with 
various authorities, such as the Central State Agency for Medi- 
cines, and the implementation of a refresher course to prepare 
the monitors for their future tasks. Finally, in March 1983 we 
were able to open the mini-health post, the monitors' wages be- 
ing provided as counterpart finance by the DED (this corresponds 


to the minimum wage proportional to the number of hours worked). 


1/ For work with Associagoes de Moradores see: Brandao, R., da 
Cruz Silva, J. and Fiege, H. J., 1984: Manual para Asso- 
ciagoes de Moradores. 
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The initially precarious situation with regard to materials im- 
proved during the year. The same was true of the number of pa- 
tients: although the patients' faith in a health service with 
no doctor and unusual medicines was at the outset limited, the 
numbers increased continuously, and at the end of the year a 
rate of 20 patients a day was no exception. This increase was 
certainly enhanced by the fact that the health post was open in 


the afternoons and evenings and at weekends. 


As yet, it has not been possible to realize a number of the ac- 
tivities we had planned: for instance, introduction of preven- 
tive care for children of school and pre-school age (approxi- 
mately 300) was prevented by a lack of interest on the part not 
only of the teachers but also of the monitors who in their work 
are strongly biassed towards the curative field. Here the Asso- 
Cia¢ao, the body responsible for both the school and the health 


post, must adopt a more clear position. 


The practical side of our cooperation with the University in- 
volved short weekly meetings and participation by supervisors 
and their assistants in activities Organized by the Associagao. 
We would assess both this cooperation and the cooperation be- 


tween the monitors and the UNIFOR health centre positively. 


One of the major problems encountered in 1983 which still re- 
mains to be resolved today was the expiry of counterpart fi- 
nance for the monitors in September 1983. Despite considerable 
efforts, the Associagao did not succeed in obtaining public 
funds for this purpose, and so the activities of the monitors, 


who depend on this wage, have decreased. 


At a planning and evaluation meeting in January, the Associagao 
decided to continue its energetic efforts aimed at concluding a 
cooperation agreement with the authorities and to add weight to 
its demand by starting a citizens' campaign inside and outside 
the Favela. Application for financial aid to an organization 
active in bilateral assistance was also considered at the meet- 


ing. 
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In April 1984, the demands of the Associa¢gao were partly met by 
the setting up of a public health service which consists essen- 
tially of one consulting hour a week at which three to four doc- 
tors from various disciplines (pediatricians, gynecologists, 
general practitioners) provide free advice and treatment and 
dispense free medicine. The Associa¢ao monitors also partici- 
pate, but as yet without remuneration. It has been announced 


that this service will be extended to cover primary dental care. 


One criticism of this service would be that although it meets 
an essential basic need of the community, it has not been pos- 
sible to establish direct cooperation with UNIFOR, the nearest 
institution offering constant provision of health care. Without 
this, the Associa¢gao remains the sole guarantor of a PHC strat- 


egy in the Favela. 


About three months ago, the Associa¢ao began a further campaign 
for the construction of a combined creche and kindergarten 

which will offer many women the chance of remaining in or en- 
tering employment, and thus of making a contribution (in many 
cases the only one) to the family income. At the same time as 
negotiations are being conducted with state institutions on the 
possibility of grants and cooperation agreements, a group of 50 
mothers is trying in the Favela itself and with other benevo- 
lent groups to raise part of the funds required for the build- 
ing. What has most impressed us in the case of these last two 
campaigns is that they were conceived and implemented practical- 
ly without our involvement, i.e. the degree of autonomy and re- 
sponsibility has increased to such an extent that we can concen- 
trate more and more on helping to improve specific areas of de- 


ficiency. 


We hope to have shown in this report that although we have em- 
phasized the aspect of health, the project discussed is not a 
"health" project, but rather an integrated educational one in 


which technical aspects do not take first place. During the 
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four years we worked in the "Favela do Dendé", an "Associagao 
dos Moradores" was founded and has developed into an open and 
democratic coordinating body within the Favela and at the same 
time has become a respected representative of the inhabitants 


in external matters. 


In the course of our work, the inhabitants of the Favela 
achieved a number of substantial improvements in areas of basic 
needs such as education, health, water supply, housing. Those 
involved in this process have become aware that a gradual im- 
provement in their situation is possible through continuous 
discussion and representation of their interests. The process 
which has taken place in the "Favela do Dendé" is part of a 
change within Brazilian society characterized by the majority 
of the population articulating their demand that their social, 
economic and political rights be honoured. Whereas four years 
ago there were virtually no organized Associagoes de Moradores 
in Fortaleza, there is now an umbrella Organization with ap- 
proximately 100 member Associa¢oes which Support each other in 
their struggle for the right to a piece of earth, a roof over 


their heads, and a life in human dignity. 


Today, there are many official projects being conducted in 
Brazil which purport to centre on “community participation" or 
“community health". However, ‘most of these projects, some of 
which incorporate the methods of Educa¢ao Popular, fail because 
in the final analysis they are not prepared to accept the pri- 
Orities of the population. As long as “community participation" 
is limited to advice from experts to the population, and as 
long as unpaid work is celebrated as an ultimate panacea, the 
enthusiasm among the population will remain limited as nobody 
is prepared to sacrifice his spare time without receiving ade- 
quate financial compensation and a real say in planning the use 


of resources. 
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In contrast, in our work we accompany the population directly 

in a process of development and learning which we see as mutual. 
We believe that in this process formal techniques and plans are 
of less importance than the willingness on the part of the 
"agents" to participate in open discussions and to contribute 
their knowledge in accordance with the articulated needs of the 
people. We have learnt that the rhythm and methods of work 
within the groups with which we work are different from the ones 
we are accustomed to. We have realized that all too often it is 
our interest in our project which accelerates the desired pro- 


cess, but then it is a case of us leading and no one following. 


Today, we believe that a process of education in which the pop- 
ulation becomes active in shaping its reality and its history 
is the one we should support if "Health for All" is not to re- 


main a dream. 
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REFLECTIONS OF HUMAN RESOURCES DEVELOPMENT AND TRAINING 


_ Celerino Almeida Carriconde 


zr. Introduction 


Our work is located in the city of Recife, capital of the State 
of Pernambuco, one of the states in the North East of Brazil, 
where the recent drought has destroyed not only crops, land and 


properties but also the people. 


It. Characteristics of the Area 


In the northern zone of the city of Recife on more than 300 
hectares of urban land there is a population of about 50,000 
families, approximately 350,000 inhabitants. This is an area 
only recently inhabited (35 years), but today it is already the 
area with the largest urban population in the North East, and 
one of the largest communities of the country in terms of popu- 
lation density. According to the data of a study in 1977 pro- 
moted by the Catholic Workers’ Movement of the Archidiocese of 
Olinda and Recife, almost half the families are made up of mi- 
grants, the majority of them having come from the interior of 
the same state. They are families with an average of seven peo- 
ple supported by the work of one or two members: the head of 
the family and one other member. The monthly income (about US$ 
65 in 1977, US$ 45 in 1984) is equal to a minimum salary for 
34.5 percent and two minimum salaries for 41 percent, which 
means that more than 75 percent of the families live on an in- 
come of approximately Cr%¥ 200,000.00 (1984). This data is con- 
firmed by the work situation of the head of the family: only 
45.8 percent have stable employment, the majority having jobs 
that bring in little. "Biscateiros" (one who does odd jobs), 
itinerant workers, bricklayers' assistants and domestic workers 


made up 34 percent of those who were interviewed. Industrial 
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workers and civil construction workers comprise 20 percent of 


the heads of families. Today we can assume that the unemploy- 


ment rate is higher than in 1977 due to the current economic 


and political crisis. This relative situation of work/income 


produces the general living conditions (nutrition, health, 


habitation, etc.), which are very precarious for the majority 


of the population of Casa Amarela. 


i ig i Philosophy Of Our Work 


Disease in Brazil is a social problem. 


some data to illustrate the social reality of Brazil 


Total or absolute poverty 
Unemployed 

Under- or subemployed 

Children without primary schooling 
Without electricity 

Without piped water 

Without basic sanitation 

Abandoned children 


Health statistics in Brazil*/ 
secs th stetssetics in brazil 


Tuberculosis 
Schistosomiasis 
Chagas disease 
Mental disease 
Hypothyroidism 
Parasitosis 


Rheumatic disease 


+/ 


number of 
inhabitants 


40,000,000 

6,000,000 
11,000,000 
22,000,000 
40,000,000 
65,000,000 
32,000,000 
25,000,000 


40,000,000 
12,000,000 
10,000,000 
10,000,000 

6,000,000 
70,000,000 

6,000,000 


+/ Official data from last census 1980 - IBGE (Instituto 


Brasileiro de Geografia e Estatistica). 
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Because of this reality, the solution must be social and not 

only clinical. Thus, the health team alone will not change the 
“situation. Therefore, its members act more as educators than as 
healers. A popular Brazilian saying: "If the physician does not 
interfere, the patient will survive". In England during a medi- 
cal strike the mortality rate dropped. Several medical sociolo- 
gists, such as Vicente Navarro, Ivan Illich, Jayme Landmann and 


others confirm our belief that medical care is not health. 


What kind of education is necessary? 
The kind that is shown in this picture from the book "Where 


there is no doctor"? 


TOMAR CONTA DOS OUTROS 
PROVOCA DEP ENODBNCIA, 


AJVUDAR 06 OUTROS A APRENOER 
ESTIMULA A INDEPEHOGNCIA 
E A AUTO- CONTIARNICA . 


Uy 
TOME DO'S COMPRIMIDOS AF Uy, 
4 VEZES AO DIA £E 
NAQ FACA NENHUMA 
i& PERGUNTA If 


= 


VAMOS CONVERSAR 
EVER PORQUE voce 
FICQU DOENTE E COMO 
NOCE PODE MELHORAR. 
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No! 
We believe that the people have knowledge too. 


COMPANHEIRO... 
.. VOCE ME DISSE QUE 0S 
SEUS PROBLEMAS AUMENTARAM 
MUITO ULTIMAMENTE. 

SERA QUE VOCE TA RUIM DE 
SA\JDE POR CAUSA DESSES PROBLEMAS? 


EV TENHO CERTEZA 
QUE TODA MINHA 

DOENCA € CAUSADA 
PELOS PROBLEMAS 
CUMOWES DO DIA-A 
DA wreu AMIGO. 


and that to educate is just an act of militant solidarity and 


an exchange of knowledge to understand and solve the problems 
of life. 
We must be humble to break with our "epistemio-centrismo" and 


Start looking at the knowledge of the people with their own 


definitions as another form of original knowledge. 


In the picture above, to go down into the "hole of ignorance" 


is just to take the knowledge of the people as a starting point. 
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Popular health knowledge concentrates on herbal remedies. We 
start talking with the people about medical herbs and automati- 
cally we arrive at the disease which they have their own way of 
explaining; then we go on to the direct causes of disease (bio/ 
psycho/etiology) and the indirect causes (social/economic/polit-— 
ical/etiology), which constitute the knowledge of the doctor. 


Another example: during the health agent training course we 
study the human body. A person from the course whd knows how to 
dissect a chicken explains the anatomy and physiology of every 
organ and uses the popular name such as "guela de comer", 
"guela de respirar", "“bolinha", "bofe", and so on, correspond- 
ing respectively to oesophagus, trachea, spleen, lungs, and so 


on in the doctor's language. 


Objectives of our education 


First objective: to change the old doctor-patient relationship 


from a paternalistic to a dynamic relationship. 


The principal objective is to exchange the traditional doctor- 
patient relationship, marked essentially by a paternalism that, 
by creating dependence, results in domination for another kind 
of relationship where the doctor and patient can both be sub- 

jects of the same process, that of eliminating all the factors 
which determine the disease: economic, political, social, eco- 
logical, biological, psychological and cultural factors, each 


in its relevant historical moment. 


To do this it is vital that the health professionals be clear 
about their position in relation to the causes of the disease. 
They should be able to criticize their own practices influenced 
as they are by the training that they receive at medical school: 
orientation to disease and not to the patient and his or her 


conditional factors (Nova Descoberta, 1980). 
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Second objective: to change medical practice from a medical 
practice where the objective is the profit of the doctor or his 
employer ‘and the goal is illness, to a new practice where the 
objective is health education and the goal is the struggle to 


Overcome all the obstacles involved in reaching health. 


IV. A Popular Line of Work 
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~ FROM HEALER TO EDUCATOR 


without stopping clinical treatment, but giving priority to 
education. The health team must have clear the difference 
between paternalistic and self-help work - to live and under- 
stand this contradiction, to obtain balance in the action. 


~ FROM HEALER TO CATALYZER OF ORGANIZATION 


to develop a new medical practice where the objective is 
health education, by means of the struggle to conquer all the 
factors that are related with health (see Alma Ata Document, 
1978, WHO/UNICEF), namely: 


- land 

- work (with fair wage) 

- food 

- housing (with piped water, sewage, garbage collection) 
- transport 

- education 

- leisure 

- participation in decision-making. 


The most important of all these factors is participation in 
decision-making for the community to conquer all the other 
factors for obtaining health. 


Medical practice in the clinic increases the power of the 
physician and reduces that of the community. Our goal is the 
struggle of the people; therefore, to increase their power 

it is necessary to strengthen community organization. Thus we 
are establishing medical practice in the local residents’ as- 
sociations or in the houses of people who participate in the 
grass-roots movement. 


~ FROM HEALER TO CATALYZER OF MOBILIZATION 


To achieve what is necessary to reach good health, it is im- 
portant to mobilize the community. It is the community that, 
through its organization, will decide what to do and how to 
do it; the people have a slower way than intellectuals. As 
the people always say, when two strong powers are fighting, 
weaker ones keep away, otherwise they will get hurt. When the 
technician has ideas on "how to change" and does not respect 
the decision of the people or does not allow them to choose 
the way to change things, the people are being used as mould- 
ing clay or are left out. History is full of examples of this. 


As technicians, we aim to encourage the people to feel more 
at ease with our presence - not by giving prescriptions, 
merely by acting as catalysts. 
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DISCUSSION 


In answer to the question why the voluntary health workers 
are not paid a salary, it was stated that the main reason 
for this arrangement was to be seen in the lack of funds. 
However, the villagers are expected to assume, as far as 
possible, full responsibility for primary health care. 

And for this reason, the remuneration of health workers 

is in kind. 


The question concerning the selection criteria for health 
workers was answered by Mr. Dayrit, who pointed out that 
these criteria comprised various qualifications such as 
Sincerity and commitment. The informal training, which is 
carried out by experienced project staff members is based 
on the principle of "learning by doing," with main emphasis 
being placed on practical orientation and close contact 
with the village and its environment—i.e. the workplace 


of the intending trainers. 


Mr. Spatz referred to a number of projects undertaken in 
Africa, in which’ sisters,assigned to their tasks by church 
organizations,assume responsibility for PHC training. The 
training is adapted to local needs and requirements rather 

than adhering to detailed curricula. There is little opportuni- 


ty for an exchange of project experiences. 


The project implemented in the Philippines shows better results 
in that it is based on a well-functioning information network, 
the exchange of experiences, and a well-conceived syllabus. 

The essential training measures have been standardized and 

all trainers have previous practical experience. Furthermore, 
Fhe project team undertakes. to introduce the concept of public 


health to a number of medical schools. 


Mr. Kleinau raised the demand that the training courses iintended for 


the medical and paramedical staff of PHC services should be 
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as practice-oriented as possible. He referred to a negative 
example\in Nigeria, in which training ‘is based on an 
exceedingly high theoretical level, the result being that 
the sisters are hardly able to pass its contents on to their 


Students. 


Mr. Diesfeld suggested thatprimary health projects should be 


Classified according to three categories: 


1. Experimental projects in countries where the government, 
although having accepted the principles of primary health 
care, is nevertheless unable to implement relevant PHC 
projects. This would be a Starting point for external 
donors to implement PHC pilot projects; relevant experiences 
could be integrated into the programmes listed under 


Category 2 and 3. 


2. Long-term projects of non-governmental organizations, op- 
erating at the basis without any government involvement. 


Feedback with the government is limited. 


3. Government-sponsored projects in countries,accepting 
and actively pursuing primary health care Strategies, where 
the national health authorities and agencies attempt to 


integrate PHC principles in their work. 


Mention was made by Mr. Seidel of the difficulty involved in 
Strenghtening the awareness of the clinical staff of 

their new status within the framework of primary health care 
and fostering , their willingness to respect traditional heal- 


ing methods and the reguirements of their patients. 


Mr. Matomora pointed out that an assessment of the usefulness 
of traditional medicine is considered to be difficult. However, 
the difference between modern and traditional medicine is 
actually negligible, once we have defined the underlying pur- 


poses, namely to inspire, support, and strengthen’ the patients’ 
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trust in the capacity of the "healer" to establish a proper 
diagnosis and also in the healing power of the medicine 
administered. For this reason, we must start out by examinina 
in what the people believe, i.e. we must admit that the 
usefulness of the traditional healing practices cannot be 
measured by the standards of modern western medicine. 

Even if departing from a methodological standpoint, the 
interrelation between patient, disease and healer must be 
viewed in the light of traditional healing practices, before 
they can be translated into the language of modern medicine. 
Only in the event that this has been achieved can the two 


forms of health care be reconciled. 


Mr. Roemer mentioned the positive results obtained in China 
by combining traditional and western medicine: depending 

On each type of disease, the two disciplines are divided 
into two strictly defined spheres of work. In this way, 

a mixing up of the two forms of treatment is avoided, even 
though the healer may be experienced in both disciplines. 
In addition, the effects of thousands of medicinal herbs 
and plants are examined with the framework of pertinent 


research programmes. 


Mr. Reitmaier referred to the historical-cultural restriction 
inherent in traditional medicine. In former times, for example, 
traditional medicine in the Cape Verdean Islands used to 

pursue a two-way strategy: firstly, to heal, and secondly 

to alleviate the fear of death or sufferings of dying, 
respectively. In the present time, these two elements have 
been combined in a kind of home medicine. In attempting 

to undertake an assessment of traditional medicine, these 

two aspects should at first be kept apart and subsequently 


be judged from the viewpoint of the patient. 
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Mr. Carriconde attempted to relativize the fears prevail- 
ing vis-a-vis the uncontrolled effects of traditional 
remedies: it should, however, be borne in mind that the 
Side-effects of modern drugs are likewise largely.unknown 
to us. Despite the most comprehensive research,going on 

in this sector, we must still cope with numerous side 
effects and pathological symptoms,deriving from the use of 


Synthetic pharmaka. 
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SUMMARY OF WORKING GROUP FINDINGS (9-12) 


e 


Rapporteur: C. Fischer 


Education and training play a key role in the implementation 
of the Primary Health care Programme internationally, to 
enhance participation and collaboration of al] health Yer- 
sonnel and the community in the public (or community)health 
sector. The term "health personnel" should include any 
person working for the care and cure of the people, either 
formally or non-formally trained, rendering effective health 


services, and thus being reccgnized by the community. 


National health policy makers, supported and advised by 
bilateral and multilateral professionals, are to close 

the gap (s) between practical demands and the quality and 
quantity of training, by means of influencing the curricu- 
lum development and the pretensions of the national exami- 


nation boards. 


Community orientation and field experience are of utmost 
importance for all health personnel and hence should pre- 
ferably be gained at the beginning of a training and not 


obtained as a privilege for postgraduate studies. 


A "co-education”" of health personnel on all levels is per- 
tinent to counteract the professional self-centrism, too 


often observed. 


National laws and regulations, therefore, must be altered 
where these are legal obstacles for e.g. a nurse to'per- 


form diagnosis and treatment. 


All training should take place as closely as possible to 


the community level. 


Although with regard to different starting points, different 


legal situations, and different historical processes and 
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cultures,experience cannot be Simply transplanted, there 
are nevertheless common patterns in the approach to teach- 


ing and practicing primary health care. 


Public health workers are both servicing and teaching 
continuously to multiply and reinforce the contents of 
existing popular health knowledge as well as modern western 
medicine. The teaching materials and methods must be accept- 
able to the recipients, and a centre for documentation of 
these should be installed to overview and assist the ap- 


proaches to public health teaching. 


Internationally or, at least, regionally recognized courses 
in community health-related matters are felt to be urgent- 
ly needed for graduates and post-graduates from all levels 
of the health sector. 


The certificates obtained in such courses are regarded as 
incentives and a requisite for upgrading. They may open up 

a new career and are thus likely to Strengthen the motiva- 
tion of the health worker. A Strong component of post-gradu- 
ate co-training should be the intersectoral approach, this 
connection to be made by participation of other sectors 
related to health (agriculture, nutrition, veterinary medi- 
Cine, education, community development, water resources, 
development Planning, family, social welfare, environment/ 


departments). 


The traditional sector of health activities in the community 
is encountered in multiple forms of traditional practitioners 
who are, as a rule, community-based and accepted, although 
the aspect of community participation is not always present 


in their activities. 


Their integration in the primary health care programme can- 


not be forced by external top-to-bottom Planning approaches 
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but must evolve from a mere duality into an eventual co- 


operation of all who are caring for the unhealthy. 


Open mutual communication is a prerequisite and can be 
intensified by initiating intersectoral seminars on tra- 


ditional medicine and research on this field. 


The need for continuous education in PHC exists at all 
levels and should also include other persons "handling 
health,” i.e. food hawkers, drug sellers, well diggers, 
etc. 


Supervision as a health management tool can be improved by 
defining it as advice, guidance, sensitization, support, 


and backing up rather than control. 


Supervision then can evolve into a feedback instrument 


and may ease the participatory evaluation. 


Continuous education and training are not a prerogative for 
higher level health personnel, but a mutual exercise of 


all engaged in community health. 


In order to achieve effective training and education, yet 
another intersectoral collaboration is to be established 


with the pedagogical and educational sciences. 
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DISCUSSION 


Mr. Kingma felt that initial as well as continued training 
in primary health care are of equal importance. In par- 
ticular, the training should be adapted to the given situa- 
tion. At the same time, continued training should provide 
an- opportunity for PHC workers to specialize in a specific 
field of activity. Supervision should increasingly seek to 
include a greater number of pedagogic aspects,thus enabling 
the establishment of confidential relations between the 
primary health staff and supervisors as well as the elimina- 
tion of the community health workers’ isolation, and the 


upgrading of their social status within the community. 


Mr. Kingma raised the demand that the staff engaged at 
the grass-root level should also be given the chance of 
career advancement as this would stimulate their performance, 


precluding the risk of premature retirement from service. 


The suggestion made by Mrs. Lachenmann, namely, that 
sociological aspects be increasingly included in PHC activi- 
ties, triggered off a number of comments. She pointed out 
that physicians and health ministries in developing coun- 
tries in fact hardly ever draw on the experiences gained 

by sociologists in these countries, this despite the fact 
that large reservoirs of knowledge are waiting to be tapped. 
A cepercussion of sociological research findings on the 

PHC training sector is practically non-existent; the same 


applies to intersectoral cooperation 


Mrs. Oberhoffer pointed out that various teamwork approaches 
and communication methods had been developed by sociologists, 


which would be suited for use in PHC measures. 


Mr . Bichmann made mention of the potential impact the experien- 
ces gained by sociologists in the field of community develop- 


ment may have for PHC work; he stressed that sociological 
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knowledge and experiences should by all means be inte- 
grated in basic PHC training. Mr. Diesfeld drew the at- 
tention to the fact that Practically no attempts were 
being made to include pedagogic and educational issues 
in PHC work; he demanded that recommendations should 


be submitted as to "how to teach teachers to teach." 


The argument that the social sciences are being neglected 
in PHC training was countered by various delegates. In 
India; e.g., sociological aspects had indeed been taken 
into account in PHC work on a very large scale—with the 
question whether this has been beneficial to PHC or not 


remaining open as yet. 


Mr. de Kadt found the interdisciplinary exchange to be 
Satisfactory, regretting however the often exceedingly 
theoretical orientation characteristic of the social 


sciences sector. 


Mr. Luckner pointed out that, as a rule, the staff assigned 
to Third World countries by the industrial countries 
acquired relevant knowledge and skills on the basis of the 
trial-and-error method right on the Spot. He remarked that 
the cost of the expatriates' continued PHC training are 

in fact borne by the developing countries themselves. Re- 
ferring in particular to the address of GTZ, he demanded 
that continued PHC training for health personnel assigned 

to developing countries should be provided in the Federal 
Republic of Germany. Particular mention was made by Mr. War- 
ning of the practice-oriented training provided for social 
workers , comparing it with the academic Orientation of 
sociological studies. He felt that "theoretical overloading" 
represents a recurrent handicap impeding the practical work 
of sociologists. Referring to Mr. Luckner, he regretted 


that due to the lack of scholarships for homecomers and 
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relevant institutions, which were willing to provide employ- 
ment, no systematic use could be made of the experiences 

of PHC workers, returning to the Federal Republic. With 
respect to the provision of teaching materials, he stressed 
the need for supportive measures,which would enable the 
elaboration of appropriate didactic materials in the locali- 


ties concerned. 


Mr. Dayrit reported that PHC work in the Philippines was 
geared to include theoretical and practical sociological 
findings. However, the practical application of pertinent 


recommendations often proved to be rather problematic. 


Mr. Seidel, who confirmed the need for the inclusion of 
sociologists in PHC programmes, remarked that they were 
often as blind as their colleagues in the medical sector. 
Similar to the latter, sociologists must learn from own 
experiences by participating in continued PHC training 

and field work. 

PHC training is geared to two objectives: a technical 
objective and and"inspirational" (or motivational) ob- 
jective. Since the second one is of far greater importance, 
it is evident that the social sciences should be integrated 


in PHC training (Roemer). 


It was felt that the training, in addition to imparting 
technological and subject-matter-specific knowledge, 

should encourage the students’ motivation and commitment, 
a demand which was actively supported by other delegates 


(Bichmann, Carriconde) 


In the Cape Verdean Islands, cooperation with the tradi- 
tional birth attendants (TBA) has developed satisfactorily. 
Efforts are being made in TRA-training not to interfere 

with the midwives's traditionally-anchored power of decision, 
but to rather respect their position, which is based on the 


trust of the community. Assigning them an inferior role, 
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would mean to undermine their acknowledged position as 
traditional healers. It should be considered a primary 
objective to win their friendship and entertain an on- 


going exchange of mutual experiences (Reitmaier). 


Dr. Kessler held the view that the direct impact of social 
and economic factors on people's health provides a further 
argument for the integration of the social sciences in 

PHC work. 


Used as training tools, monitoring and evaluation are 
found to be strong incentives for PHC training. Regret- 
tably, they have so far persisted to remain isolated from 


One another. 
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ACCEPTANCE AND EVALUATION 
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ACCEPTANCE AND EVALUATION 


H. J. Diesfeld 


The effectiveness of primary health care (PHC) programmes and 


projects depends essentially on four components: 


- intersectoral and interdisciplinary cooperation; 
- financing and organization; 
- acceptance; 


- training. 


In addition to programme elements, staff, content, and finan- 
cial and material resources, acceptance at all levels is a pre- 
requisite for effectively implementing PHC. The effectiveness 
of PHC with regard to the aims of HFA/2000 can only be estab- 


lished through a corresponding process of evaluation. 


Acceptance and evaluation, connected if not directly then in- 
strumentally, are essential elements in PHC programmes and 
projects. It must be established whether they are sufficiently 
present, both qualitatively and quantitatively, and they must 
be touched upon in the status reports of this Symposium. 


What is to be accepted and what is to be evaluated? 


PHC is a development approach related to health, and is defined 
in the now famous 7 Principles (CMC, 1975;1/ WHO, 19782/). In 
accordance with these, PHC programmes and projects must meet 


the following criteria: 


- orientation to basic needs; 


- participation by the population; 
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~ primary prevention, preservation of health, secondary preven- 


tion, and curative medicine at grass-roots level; 


- intersectoral approach. 


The following eight elements are derived systematically from 
the above and must be present in all PHC-oriented programmes 
and projects if they are to meet the requirements of the PHC 
approach: 


1) health education 

2) nutrition 

3) water/sewage 

4) mother and child (including pregnancy) 
5) inoculations 

6) prevention and combatting of disease 
7) treatment, first aid 


8) basic drugs. 


These eight elements are to be realized intersectorally at var- 
ious levels in horizontal and vertical programmes. Since Alma 
Ata, they have become the internationally accepted standards 
for planning and implementing PHC at national project and pro- 
gramme level, although as fundamental principles they are as 
Old as the science of hygiene. How, then, is this concept and 
its implementation at the various national and local levels ac- 
cepted, and how can this acceptance and thus the effectiveness 
Of PHC be evaluated? 


This paper will examine previous experience relating to the 
question of acceptance and evaluation of PHC projects so that 
the findings and detectable trends to date can be taken into 
consideration in future international cooperation in the field 


of PHC. Key terms such as acceptance, community participation, 
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community involvement will be defined because until now their 


ON 


usage has varied greatly.= 


1. Acceptance 


1.1 Definition 


In English, French and German the term "acceptance" in its gen- 
eral usage means the passive approval and adoption of an object. 
When discussing PHC as a part of development policy, this term 


should have more of an active connotation: 


- at governmental level: declarations of political intent and 
passive acceptance of yet another slogan from the wealth of 
international development jargon should be replaced by an ac- 
tive approach to PHC measures in health planning, and by the 
implementation and coordination of programmes and projects 


relevant to health. 


- at the political level and the administrative level of the 
sectors concerned: these levels should see the adoption of 
the PHC concept and the implementation of the measures it in- 


volves. 


- at community level: acceptance here means active participa- 
tion in health projects because PHC measures meet the social, 


economic and cultural needs of the population. 


Since the involvement of the population is the prerequisite for 
and the result of the acceptability or acceptance of health 
programmes, further discussions should avoid using the term ac- 
ceptance with its more passive connotation and replace it by 
the more precise and, from a sociological point of view, more 
neutral term "community involvement". With regard to PHC, the 
term "acceptance" at governmental level should be replaced by 
"government commitment" as this term emphasizes a binding dec- 
laration of intent by the government vis-a-vis the population 


to follow a particular health-policy approach. 
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Bs 7 Community participation (CP) / Community involvement (CI) 


CP is used to designate the whole range of citizens' activities 
in PHC programmes from the formation of health committees and 
the mobilization of community resources for PHC (building of a 
health centre, selection of a health worker, etc.) to active 
participation in planning and evaluating PHC programmes. The 


terms CP and CI are often used as synonyms. 


The WHO, on the other hand, distinguishes in its study "Review 
of PHC Development" between the term "community involvement" as 
denoting the integration of community activities into the plan- 
ning, implementation and evaluation of health programmes, and 
"community participation" as designating the mobilization of 
community resources (for PHC). CI therefore becomes a prerequi- 


Site for cp ,4/ 


1.3  Country-related experience with PHC, trends 


1.3.1 Government commitment 


In a number of countries, the PHC approach was introduced as an 
all-encompassing intersectoral strategy for the creation of a 

national health policy. In other countries, PHC is Only one com- 
ponent of the health system and thus merely forms the extreme 


front line of the basic health services. 


There is a general tendency for poor countries to interpret PHC 
more as an all-encompassing political approach to health plan- 
ning, whereas in semi-industrialized countries PHC is seen as a 
second best solution for the poorer part of the country not 
covered by previous health planning as a result of badly allo- 


cated resources and inadequate infrastructure. 


The problems of implementing PHC as a comprehensive approach to 


health planning are concentrated in the following areas: 


- insufficient general political support at all levels, partic~- 
ularly middle and village levels; 


- unsatisfactory coordination and cooperation between projects 


relevant to health (intersectoral cooperation) ; 


- lack of technical, supervisory and logistic support for ex- 


isting programmes; 


- lack of PHC training programmes; traditional professional 
orientation of health staff; 


- underestimation of the staff and training programmes required 
for PHC. 


One cornerstone of PHC is the intersectoral and intrasectoral 
coordination of development programmes in the health sector. 
Accordingly, the WHO places emphasis on the extension of the 
health infrastructure in its "Seventh General Programme of Work 
Covering the Period 1984 - 1989" (HFA Series No. aye’: In par- 
ticular, this involves establishing central bodies for the in- 


tersectoral coordination of programmes relevant to health. 


The successes’ achieved in this field by the various countries 
are very limited. The idea of PHC as an intersectoral approach 
to development has not yet been realized in practice. On the 
contrary, PHC is limited to the provision of basic services and 
is becoming increasingly isolated with respect both to the con- 
ventional and almost exclusively curative health sector, and to 


effects on other areas of development. 


In view of this situation, the WHO recommends the establishment 
of national health development networks (NHDN) and regional 

health development networks (RHDN) with the aim of coordinating 
intersectoral cooperation in health programmes at national and 


regional level. 
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Benin was the first country to establish an RHDN. In WHO's 
opinion, many countries have favourable conditions for coordi- 
nating services via an NHDN. However, some countries are nei- 
ther politically nor with respect to finance, organization and 
staff in a position to create networks of this kind, and the 


WHO accepts that there is a danger of additional ineffective 
institutionalization. 


| Book oe Integrated approach 


Project experience has revealed a clear connection between ac- 
tive community participation and PHC programmes with an inte- 
grated approach which are receptive to the priorities of the 


community and do not concentrate solely on health care. 


Implementation of this kind of approach depends on support by 
the government. If the government takes no steps to mobilize, 
integrate and support the commitment of the population, the 

latter's self-initiative will collapse. This is more of a po- 


litical and economic problem than one of social psychology. 


It is absolutely essential to cure the existing lack of materi- 
al resources at local level if self-help and independent devel- 
Opment are to become possible. In many countries, PHC in gener- 
al and CI in particular are limited to the "mobilization" of 

the population in order to utilize the meagre resources of the 
community. In turn, CP is limited to the selection of a health 


worker. This is often the only result of external initiative. 


If the WHO call for the right and duty to self-determination is 
severed from general health and development, the Latter will in 
practice become an instrument for cynically exploiting and over- 
burdening 2“ poor who are then offered second-best solutions 


(Lackmann) © The failure of health policy is then blamed on 


the population. 


The frequent resistance shown by citizens to CP must be seen 
against this background. The refusal to be elected as VHW stems 
from the VHW's virtual lack of material, organizational and su- 
pervisory support in the past. The results were excessive work 
loads and an inability to satisfy the high expectations of the 
community. Experience also shows that CI in planning and eval- 
uating health programmes is the exception rather than the rule. 
Also, traditional health professions are rarely incorporated 


into PHC programmes. 


This creates a vicious circle of insufficient programme-orien- 
tation to actual needs, insufficient adaption to socio-cultural 
conditions, and insufficient active participation by the popu- 


lation in the programmes. 
1.3 Trends 


The WHO has named the following trends in organizing national 
7/ 


PHC programmes :— 
- emphasis on the all-encompassing aspect of PHC to achieve CI, 
formulation of measures to improve the general living condi- 


tions of the population; 


- expansion of intersectoral cooperation in PHC and exact defi- 


nition of staff functions; 


- increasing importance and consideration of existing local 
staff and self-help groups (religious or political women's 


groups, neighbourhood groups, etc.); 


- addition of an integrated health and development worker as a 


new category of basic personnel. 
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me Evaluation and Monitoring 


2.1 Definition 


Monitoring accompanies the course of projects and programmes; 
evaluation measures the result against the predetermined goal. 
In the past, no clear distinction has been made between moni- 


toring and evaluation. The following points are to be noted: 


- Monitoring is a continuous activity conducted for the main 
part by project staff. It involves registering the number of, 
for instance, live and stillbirths, pregnancy deaths, certain 
illnesses, people reached by immunization campaigns, etc. 
Monitoring therefore provides an overview of each member of 
Staff's project work and is a means of day-to-day project 
progress control. The data generated (demographic, epidemio- 


logical and output variable) form the basis of evaluations. 


- Evaluations are conducted periodically and provide long-term 
progress control. Evaluations are designed to provide infor- 
mation on the effectiveness and effects of project measures 
from which proposals for future project work and objectives 
can be derived. This is based on the data produced by moni- 
toring. The instruments of evaluation and the criteria to be 
measured must be determined beforehand: evaluation is not 
possible if the evaluation criteria are not specified from 
the outset. 


2.2 Objectives 


At project and programme level, evaluation is geared to improv- 


ing practical work by providing the following: 


(1) operational objectives for the planning and management of 


PHC programmes; 


(2) training schemes and data for those in charge of imple- 


menting PHC, as instruction aids for training the 
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instructors of village health workers and paramedical per- 
sonnel, and for the training of the village health workers 


and medical personnel themselves. 


(3) ways of stimulating participation by the population in PHC 
projects and programmes, feedback of information to the 
target groups to enable participatory evaluation of their 


own work. 


(4) information at national and global levels about experience 
with the global strategy of HFA/2000, and a point of de- 
parture for effective health planning. 


2.3 Methods 


The evaluation method most suitable for achieving the aims of 
PHC, i.e. the active involvement of the population in need-ori- 
ented project planning, must be selected from the wide range 
available. So-called “participatory evaluation" is increasingly 
becoming the "most relevant approach" (Susan Cole-Kingies for 
PHC. Recently, this ag has been i and put into 

O 


practice by Feuverstein— and Krdeqen = It is the aim of par- 
ticipatory evaluation to involve the population in the assess- 
ment and planning of project measures. CI in evaluations can 
range from merely questioning the population and providing for 
the feedback of results to the "full or active approach" 
esbesteini= where the participants themselves determine the 
evaluation criteria, and, to a large degree, the utilization 
of the results. However, participatory evaluation involves not 
only the recipients of services in the health sector, but also 
the executive. Evaluation and monitoring are intended to have 
the effect of continuing training for health personnel; they 
become aware of the problems inherent in their day-to-day work 
and can develop possible solutions on the basis of past expe- 


rience (piesfela)ll’. 
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There are a number of fixed criteria which a PHC programme must 
fulfill: 


- orientation to basic needs; 

~ community participation; 

- Orientation of secondary medical care to PHC; 

- orientation of political and administrative levels to PHC; 


- intersectoral approach. 


Thus monitoring and evaluation are essential with respect to 
the aims of PHC programmes. Not so much quantitative progress 
reports as qualitative data for target-oriented process evalu- 
ation are required. So-called outcome evaluation, measuring the 
improvement in health status - as a result of PHC (?) - is cer- 
tainly not feasible. Here it is impossible to isolate single 
variables as the changes to be measured are influenced by a 
multiplicity of factors. Collecting the relevant data also ex- 


ceeds capabilities at PHC level in most cases. 


During the first days of the Symposium, very strong arguments 
were brought forward Supporting the urgent need for monitoring 


and evaluation: 


- the costs of PHC are considerable both for the "user" and the 


"supplier" and must therefore be monitored constantly; 


- the target groups of PHC and their use of PHC services must 


be more closely observed; 


- the appropriateness, effectiveness and efficiency of PHC work 
must be examined in the light of its declared objectives 
(e.g. the relevance of medicine distribution in view of hy- 


giene measures) ; 


- administrative, organizational and budgetary questions are of 


fundamental importance not only for programme implementation 
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but in particular for the village health workers and the vil- 
lage health committee. Therefore, monitoring must be part of 


supervision, management and training. 


I cannot go into detail here on the monitoring and evaluation 
indicators, but instead refer you to the HFA Series No. 4 of 


the wo. 12/ However, I would like to make several observations: 


- The simplest and least time-consuming indicators suffice as 
long as they enable conclusions as to acceptance, participa- 


tion and quality. 


- Basic demographic data, in particular on the age structure of 
the population at community level, are important, even if on- 


ly estimates can be provided. 


- It is also important to ascertain the work loads of the vil- 
lage health workers and midwives, how often their services 


are used, and how well they cover the target groups. 


- The village notebook "CESAO" is a very useful instrument for 
evaluation: the supervisor has a notebook for each village 
under his supervision and notes down all relevant demographic 
and economic data, all essential elements of community diag- 
nosis, incidents, visits, population changes, demographic 


events, etc. 


- Village health workers and midwives should be encouraged to 
draw up their own lists, notebooks, work protocols or statis- 
tics in order to provide data on treatments, deliveries (with 


result), drugs sales, births and deaths. 


Who should conduct monitoring and evaluation? [It is obvious 
that monitoring and evaluation should take place at the lowest 
possible level, i.e. at community level, by the supervisors, 
but also by the village health workers and midwives on behalf 


of the community itself. This leads to a process of 


Participatory evaluation which in turn provides an opportunity 
for feedback and thus stimulates interest in PHC work and in 
the evaluation process. Here lies the key to acceptance. Evalu- 
ation shows very quickly, just as this Symposium has shown, 
that there are many problems in the area of PHC. It still re- 
mains the rule rather than the exception that PHC comes "from 
above" and is not generated from the base. Insufficient accep- 
tance and non-compliance with the idea of PHC should therefore 
not be seen as misguided behaviour on the part of the popula- 
tion, but rather as an incorrect approach by the bearers of 
this new doctrine of salvation, and thus as Justified criticism 


of and reaction to the system. 


2.4 Country-related experience and problem areas 


It is generally accepted that data acquisition itself is less 
of a problem since laymen without special training are capable 
eof gathering information. In a number of countries, the expe- 
rience made here has been positive (Diesfeld). The main problem 


is the often unclear specification of the information required: 


(Which data are to be collected for which purpose, where, and 
by whom?) As a rule, doctors have no appreciation of an epi- 
demiological approach or of Statistical material. As an instru- 
ment for monitoring and evaluating programme and project work, 
these statistics must be developed from descriptive input and 


Output statistics to become data for process evaluation. 


The problems with monitoring and evaluation encountered in most 
countries are a practical result of the inadequate collection 
of very often irrelevant data compounded by the aforementioned 
lack of intersectoral coordination and cooperation in the im- 


plementation of programmes: 


- The collected data are mostly scattered between various in 


stitutions which work independently; 


- Data are missing due to inadequate supervision at the differ- 
ent levels of health institutions; 


~ There are no specialized training programmes for PHC person- 


nel and therefore no trained staff for evaluations; 


- All concerned remain unclear as to the importance of data 


collection; 


- There is only a partial collection of data which provides 
little useful information; 


- At a global level, national data are not comparable as each 


country interprets identical indicators in different ways. 
Trends 


Experience made in countries pursuing PHC provides the follow- 


ing general pointers: 


- Since quantitative data collection can be cost-intensive and 
provides little useful information, and since there is a lack 
of trained personnel, it is proposed for the time being to 
promote qualitative data collection which is directly related 
to practice and enables a rapid feedback to the action level; 


- Monitoring and evaluation must be suited to the purpose in 
hand and planned during the take-off stage of each programme. 
Monitoring and evaluation are thus seen as a practical learn- 


ing process; 


-~ Information requirements must be specified for each project 


phase and health system level; 


- In many countries there are plans of action for the expansion 
of the information system and institutionalized statistics 
(1/3 of the countries included by the WHO in the "Review for 


PHC-Development” provided concrete details); 
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- at supranational level, the WHO proposes that a limited list 
of indicators be established. These would then be combined 
according to the requirements of the respective country. This 
will enable the progress of HFA to be followed at a global 


level. 
Research and Evaluation 
Seer hit ong EVaLuation 


In its “Seventh Programme of Work Covering the Period 1984 - 
1989", the WHO emphasizes the need for promoting applied re- 
search in the field of PHC. It should take the form of inter- 
disciplinary research and development studies integrated into 
everyday project work and conducted over long periods. This 
will enable rapid feedback and will ensure the practical rele- 
vance of the results. Special emphasis is given to the need for 


research on health-promoting behaviour. 
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THE POLITICS OF PRIMARY HEALTH CARE 


Malcolm Segall 


When primary health care (PHC) made its somewhat glittering 
debut on the world stage in the 1970s, it took on the ambi- 
tious role of the agency by which a decent level of health 
for all peoples would be achieved by the year 2000. Now, well 
into the penultimate decade of the century, PHC seems to be 
losing momentum and may be in danger of going the way of its 
predecessor - basic health service (BHS)- in starting as a 
good idea at the time, but becoming one that is more spoken 


about than acted upon. 


In this article I want to review the politics of this sit- 
uation,and try to make the case that political factors under- 
lie past failures and may be the key to future successes. To 
simplify the exposition the discussion will be limited to de- 
veloping countries, although many of the issues apply also to 
the developed world. Similarly the argument will be couched 
mainly in terms of the typical need in developing countries 
to improve the health of the impoverished rural majority of 
the population, on the understanding that many of the princi- 
ples apply also to the urban poor. 


PRIMARY HEALTH CARE: ITS RISE AND FALL? 


The PHC approsch may be characterised as embodying three 
basic ideas (Segall 1983a): 
— that the promotion of heslth depends fundamentally on im- 


proving socioeconomic conditions and, in most parts of the 
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world, on the alleviation of poverty and underdevelopment; 
- that in this process the mass of the people should be both 
major activists and the main beneficiaries; 
- that the health care system should be restructured to sup- 
port priority activities at the primary level, because 
these respond to the most urgent health needs of the peo- 


ple. 


The third of these elements is essentially the same as the 
BHS strategy, although with the knowledge of how inadequately 
the latter was implemented, there is now a éreater concentra- 
tion on the need to mould the whole health system to support 
the development of the primary level. While controlling expend- 
itures on large urban hospitals was a recognised corollary of 
BHS thinking, there was still the tendency to treat the BHS as 
a separate programme. With PHC came more coherent statements 
about the need for integrated health sector planning and de- 
velopment, including even consideration of the private sector 
(Djukanoviec and Mach 1975:21-2; WHO/UNICEF 1978:40). This was 


an important change of emphasis. 


Nevertheless, it was the addition of the two ideas listed 
first above - asserting the importance of poverty and commu- 
nity participation - ag major elements of international think -— 
ing on health policy that constituted the qualitative departure 
of PHC from BHS (Djukanovie and Mach 1975:10-16; WHO/UNICEF 
1978:44-52). These new elements did have their forerunners dur- 
ing the BHS period, and some versions of that model acknowl-— 
edged more than others the importance of poverty in disease 
and of seeking community cooperation with health service per- 
sonnel (see for example king 1966:ch 1). Yet these factors 


were never Operationalised as central features of the strate- 


ey, and the BHS approach was essentially technocratic and in- 
deed often paternalistic: health was something to be'deliv- 
ered' to the population by health professionals and their as- 


sistants. 


In this sense PHC represented a breakthrough in official 
policy formulation. In international circles, health was now 
distinguished more clearly as a separate, if related, entity 
from health care: the former was the product of many factors 
of which health care was only one, if an important one. What 
prompted this ideological shift at the beginning of the 1970s? 
The scientific basis for ascribing importance to socioecono- 
mic factors in health had been established for a long time. 


Two mein reasons for the change may be identified. 


One was the evident failure of the BHS strategy to materi- 
alise. While there was much talk of extending rural health 
services through health centres, auxiliary personnel and low 
~ cost technology, practical progress was painfully slow, 
and resources continued to be channelled disproportionately 
to expensive hospital and medical care for urban minorities, 
especially the well-off. Meanwhile esrlier improvements in 
life expectancy at birth were slowing down (Gwatkin 1980), 
and health and nutritional status in the developing world re- 
mained very poor, with high morbidity and mortality rates due 
to largely preventable diseases (for a review of the situation 
at the time see Office of Health Economics 1972). There was a 
growing crisis of confidence in the conventional wisdom about 
health, and strategists were looking around for ‘alternative 


approaches’ to solving the problems. 


The second main factor prompting the appearance of PHC was 
the recognition of the successes of certain practical experi- 


ences. some of these were in capitalist countries, often in- 
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volving non-government projects that were adopting progressive 
approaches, particularly with regard to community participation. 
Yet it would mean a rewriting of the history of that period not 
to acknowledge that the main demonstration effect came from 

the national experiences of the developing socialist countries, 
notably China and Cuba, and especially the former (see for ex- 
ample Djukanovic and Mach 1975; Newell 1975). In these coun-— 
tries poverty had been greatly alleviated, access to health 
services had markedly increased, and health and nutritional 
Status had substantially improved. One new feature of these 
experiences was the organisation of the people through politi- 
cal and social structures. Though some of the accounts at the 
time may have painted a somewhat idealised picture, descrip-— 
tions of the health movement in China particularly after 1965 
(see for example Horn 1969; Akhtar 1975; Wilenski 1979), and 
especially the mass campaigns and the barefoot doctors, 

Caught the imagination of world health circles looking for a 


way out of the apparent impasse. 


Primary health care was born as a Synthesis of these nega- 
tive and positive experiences. As a statement of the then 
‘state of the art' it was a positive contribution, and PHC 
provided a basic for a fresh attack on the world's mass 
health problems. Some years On, however, it is all once again 
proving to be very difficult. To quote an international study 
which was a follow-up to the Original ‘Alternative Approaches' 
study (Djukanovic and Mach 1975) that launched PHC on to the 
world stage: 

--.- there is often a large &ap between PHC plans and imple- 
mentation: words abound, but concrete results are fre -— 
quently thin on the ground. What progress there is seems 


often to be along conventional basic health service lines, 
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sometimes extended in a cheaper version in the form of vil- 
lage-based health workers. The scope and depth of community 
involvement are often doubtful. The coordination of health 
and development planning is often poor and intersectoral 
health-related activities are frequently rudimentary. Ver- 
tical single disease programmes are often not yet integra- 
ted with PHC in practice. 
(WHO/UNICEF 1981: 48) 
Meanwhile the recession is slowing down, wiping out or even 
reversing per cecapi t a economic growth in many parts of 
the Third World, especially in the poorest countries, with 
bleak néiepiete Aad possibly increasing poverty in the 1980s 
(World Bank 1980a). Overall per capi t a food produc- 
tion in developing countries (excluding China and the other 
Asien socialist countries) scarcely grew during the 1970s 
and in many areas (notably in Africa) actually decreased (FAO 
1977: 43 1980:79-80). Earlier increases in life expectancy are 
slowing down substantially, and in some areas have ceased or 
have even been reversed (Gwatkin 1980). According to the latest 
WHO report on the world health situation: 'As regards the 
many diseases that plague the less developed countries, there 
appears to have been little or no progress in recent years in 
reducing either their incidence or their prevalence'; some 
communicable diseases appear to be on the increase, and nu- 
tritional deficiencies are widespread and serious (WHO 1980: 


46). 


The reality must be faced that the PHC movement is not yet 
fulfilling its promise to bring health to the world's peoples, 
and that the year 2000, by when ‘Health for All' is meant to 
be achieved - is approaching fast. What are the obstacles to 


better progress? 


i 
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Resolution WHA 30.43 of the Both World Health Assembly, 1977 


328 


A_ POLITICAL OVERVIEW OF PHC 
SE SVAL UVERVIEW OF PHC 


I will now review in turn the three basic PHC themes item- 
ised earlier in order to bring out their political quality. 
This will net be debated in depth since it is assumed that 
the experienced reader will be familiar with the issues re- 
ferred to; my purpose is only to survey the broad political 


topography of the area. 


The political economy of health 


The importance of socioeconomic conditions for health is 
now well established (see for example McKeown 1979; WHO 1980). 
Many health indicators are related to social class or reflec-— 
tions of class (like occupation, income, literacy and housing) 
at all levels of development (Stewart 1971; Cochrane et al 
1978; Preston 1976, 1980:291-3; WHO 1980; Townsend and Davidson 
1982). Life expectancy at birth, for example, correlates 
closely with per ca p ites PWvouie relationship that 


holds both between countries and within countries. 


There have been suggestions that the advent of modern 
health technology has weakened the relationship between in- 
come and life expectancy, in the sense that many health prob- 
lems which previously had to await socioeconomic development 
Can now be dealt with technically (see for example Golladay 
1980:18-25). In fact, if anything, the evidence is that mor- 
tality reductions in lower income countries became more res-— 
ponsive to rising per capita national income in the 
1960s than they had been in the 1930s (Preston 1976). Two 
plausible explanations for this are that modern health care 


is more effective in Synergism with higher living Standards, 


“he relationship is approximately logarithmic with an upper 
limit to the effect of income above which no further gain in 
life expectancy is seen (Preston 1976) 


329 


and/or that greater national wealth allows the provision of 
better health sare’. Modern health technology has simply meant 
that greater life expectancies sre achieved now for any given 
level of income, but the relationship between income and life 
expectancy continues to hold strongly. An estimate has been 
made that about half the gain in life expectancy achieved by 
the developing countries between the late 1930s and the late 
1960s cannot be explained statistically by increases inper 
c a pi ta income, dietary calorie availability and literacy 
rates, and it is reasonable to assume that this part of the 
gain is the result of specific health measures (Preston 1980: 
304-13). However, whatever has been the empirical apportion- 
ment of responsibility between social and technical factors in 
health improvements in the past, there is no reason whatsoever 
to doubt that greater socioeconomic advances would have resul- 
ted in greater health improvements or that they would do so in 
the future No amount of technical advsence is an argument 

for underplaying the importance of acting on social conditions 


to improve health. 


Also it is necessary to compare like with like in assessing 
the relative importance of different health determinants. The 
increases in life expectancy as a result of modern health 
technology will have been due, to a considerable degree, to 
curative measures, especially to the use of anti-infective 
drugs. While the latter may reduce the transmission of some 
communicable diseases, the predominant effect of curative care 
is to sid recovery and prevent deaths from specific disease 
episodes, rather than decrease the occurence of ill health. 


To the extent that health care is curative, its effect in 


5the association of higher average pe r capi ta natio- 
nal income with better health does not contradict the argu- 
ment that in most countries a more equitable distribution of 
income and heslth care would produce better results still. 
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increasing life expectancy does not have the same implications 
for improved health status as increases in life expectancy re- 
Sulting from improved socioeconomic circumstances. The latter 
constitute the ultimate means of primary prevention and reduce 
the incidence and severity of a range of important nutritional, 
infective and obstetric conditions, among others. In improved 
Social circumstances people are altogether healthier and that 


1s why they are not dying prematurely. 


The struggle against poverty must therefore remain in the 
forefront of the PHC approach: but what does this amount to? 
Poverty rarely results mainly from an absolute lack of re- 
sources. Its principal causes are social structures that pre- 
vent people from working productively, reaping the benefits 
of their labour, and raising their living standards. The 
problem is less poverty as such than the structural causes 


of poverty. 


Landless labourers represent a large proportion of the pop- 
ulation in many developing countries: in India a third of the 
population is landless, and several African countries wit- 
nessed a considerable growth of landless during the 197os 
(WHO 1980:27). In 1975, a third of the urban labour force and 
40 per cent of the total labour force in developing countries 
(excluding China and the other Asian socialist countries) were 
unemployed or underemployed (ILO 1976:18). ‘The international 
economic situation has greatly worsened for the developing 
countries. As an illustration, the import of a lorry to Mo- 
zambique could be covered in 1975 (the year of the country's 
independence) by the export of 5,3 tons of cotton, whereas the 
figure in 1981 was 12,9 tons; between the same two years, the 
amount of sugar that had to be exported to cover the import 


of a ton of crude oil rose from 174 kg to 639 ke (Frelimo 
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1983:32) Facts like these - far removed from those that are u- 
sually taught in medical schools - cannot be sepsrated from the 


quest for better health. 


The strugzle for health may thus involve a range of actions 
in the economic, social and political fields, as diverse as 
for example: the structure of ownership of productive resources; 
the control of markets and prices; the stimulation of economic 
and social cooperation smong direct producers; the provision to 
the latter of sdequate government resources, credit on favour- 
able terms, and access to productive inputs and appropriate 
technology; and the structure of international economic rela- 
tions. Does this mean that PHC is synonymous with the whole 
development process? In a way the answer must indeed be yes, 
but for practical purposes it needs to have a sharper focus. 
I believe the PHC approach must involve that (substantial) 
part of the development process which relates directly to the 
alleviation of (at least the worst aspects of) poverty in the 


short term. 


Overcoming poverty implies economic growth; yet this is now 
well recognised to be a necessary but insufficient condition. 
In the context of (at least a reasonable measure of) growth, 
the alleviation of poverty means in the first instance a more 
equitable distribution of income, especially if the latter is 
understood broadly to include both cash and subsistence in-—- 
come and the 'social wage' (education, health care, and other 
public SS ar However, income distribution - so often the 
focus of attention in reforming development strategies - is an 
insufficient characterisation of the problem, because it does 
not draw enough attention to the determinants of income. More 
fundamental is the distribution of the means to generate in- 


come: the distribution of productive wealth; and more funda-— 
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mental still is the distribution of the means to decide on the 
distribution of wealth and income: the distribution of politi- 


cal power. 


It is to cover these basic structural questions that I use 
the term, ‘the political economy of health'. It should be no- 
ted that this embraces social issues much more far-reaching 
than those of ‘intersectoral coordination’ (involving mainly 
cooperation among government extension services) that often 
passes for the socioeconomic or development component of the 
PHC approach. Important as intersectoral coordination is, it 
does not begin to cope with the fundamental questions of in- 
come, wealth and power, which must be faced if the goal to a- 
Chieve ‘Health for Al]' during the next 17 years is taken at 


all seriously. 


The scope for popular initiatives 


Community participation has become one of the shibboleths of 
PHC, which is not Surprising given the power of popular in- 
volvement in health promotion. One of the attractions of the 
idea for many governments - and for some international agen - 
cles - is the notion that rural communities can be expected 
to raise their own resources for health care. Even in China, 
it is pointed out, the commune health system is mainly finan- 
ced cooperatively. It is important to recognise, however, the 
context in which that system operates. The economic and social 
Situation of the communes is such that the annual membership 
contribution to a cooperative medical scheme amounts to only 
some 0.6-3 per cent of disposable personal income, and there 
are also cohen tie welfare funds to cover a proportion of the 
health expenditures, including the payment of the bare foot 


doctors and other public health workers (Teh-wei Hu 1976). 
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Also the central government now allocates a majority of the 
national health expenditure to the rural areas (preferentially 
‘to the poorer ones), subsidising the commune clinics and the 
county health services that support the commune health system. 
This is quite different from the typical Third World situa- 
tion where impoverished rural communities are expected to 
raise their own health resources, while government (and private) 
health funds continue to flow disproportionately to provide 
sophisticated care for the city populations. This is a case 

of self-reliance and village health workers for the rural 

poor, and hospitals and medical specialists for the urban rich 
— all in the name of primary health care. It is not that, in 
fair circumstances and in proper proportion, communities 
should not contribute health care resources; doing so is in- 
deed one aspect of their assuming responsibility in this field. 
But this fact should not let governments ‘off the hook' with 
regard to reshaping the pattern of resource allocation in the 


health sector to give priority to those in greatest need. 


This excessive preoccupation with raising community re- 
sources has often displaced attention from the central aspect 
of popular involvement in health, namely, the people's organised 
involvement in planning and decision-making on health-related 
activities. This may be less attractive to governments because 
it implies a degree of devolution of power, but it is one of 
the main features distinguishing the PHC from the BHS approach. 


Before dealing with the question of power, it should be no- 
ted first that deprivation itself exerts a great constraint on 
popular initiative. There is often the lack of the material 
means to implement plans, and insufficient education hampers 
planning and management. Yet beyond these more obvious con- 


straints one of the most scarce resources in a situation of 
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poverty is time, which must be devoted in the first place to 
the struggle for survival; but time is needed for the planning 
decision-making and implementation of communal activities. One 
may ask how, for example, women — such important agents for 
health or disease in a community - carrying the responsibili- 
ties for household management and child rearing, and often 
doing much of the farming, can become effective in the parti- 


Cipants health development process in these circumstances. 


However, the crux of the problem of popular participation 
lies in the nature of social relations. This does not refer 
here to subjective interpersonal relations at the individual 
level, but to the relationships that develop within the com- 
munitiy as a result of the objective positions different 
people hold in relation to the prevailing power structure. 

In official mythologies of community participation, communi- 
ties are portrayed as harmonious hanogeneous entities, existing 
in an unproblematic relationship with governments and even 
sometimes with the wider economy. But communities are divi- 
ded and stratified socially, and they exist within the social 


Class structure of the national society. 


Tenant farmers and landless labourers on the one hand, and 
landlords on the other, do not have a community of interest 
Such that they can be characterised meaningfully as members 
of the same communitiy, who happen to perform different roles. 
Poor homesteaders may well have different community interests 
from those who hold some capital, and both are very likely to 
have different interests from the owners or managers of large 
scale commercial farms or plantations. Differential Ownership 
of productive resources creates different class interests, and 
it confers great influence in community decision-making on 


holding economic power. Often overlapping or articulating 
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with these economic power relations is the traditional so- 
cial structure with its various stratifications. The 'com - 
munity' is a different place to the mass of local inhabitants 
than it is to the unelected leaders of this traditional sys- 
tem, with its related social divisions on the bases of age, 


sex, tribe, region, caste, ethnic origin, and so on. 


Not unconnected with these social divisions within communi- 
ties are the problems in the relationship between such‘ com- 
munities’ and the government. These problems sare usually as- 
cribed to the bureaucratic nature of the government machinery 
and the arbitrary attitudes of local administrators. These 
can certainly cause real difficulties, but they are an insuf- 
ficiant characterisation of the problem area. The local bu - 
reaucrat or policeman, respectively administering and en - 
forcing, for example, the laws on jand tenure and wage labour, 
have an objectively different relationship with tensnt farmers 
and the landless than they do with landlords and landowners, 
and a different relationship with farm workers than they do 
with rural employers. These sre social relations conditioned 
by the national political structure. The economic and the po- 
litical relationships in the wider society sare present at the 
community level, medisted by representatives of the dominant 
national classes and the political machinery, and often arti- 


culated with local dominant classes or strata. 


Unegual economic and political power are the base for the 
divisions in the community, and they are maintained by means 
of the law and the enforcement agencies. But peaceful social 
life implies that these coercive means are invoked as rarely 
as possible, and clothing the iron fist of force is the soft- 
er velvet glove of supportive ideologies. These add the cul- 


tural dimension to the power nexus, and by mystifying life 
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promote a passive acceptance of the s t a tus quo by 
those on the receiving end of power. In rural communities 
traditional ideologies are particularly strong and they can 
exert a highly conservative influence, sometimes even in the 
face of crude exploitation and oppression. No better example 
of this can be found than their role in the almost Omnipre - 


sent subordination of women. 


in such circumstances ‘community participation' may mean 
little more than the government obtaining local compliance 
with its own predetermined plans (including possibly the ex- 
traction of community resources) or it might involve allowing 
the community a voice which is in fact articulated mainly by 
the local holders of power, who could well be among the main 
beneficiaries of participatory exercises (see for example 
Ahmed 1978:88). Local leadership of an undemocratic kind can 
succeed in mobilising populations up to a point, especially 
for defined projects with a limited time frame (like clinic 
building or well digging), but it tends to suppress the ac-— 
tive and creative involvement of the people in the ongoing 
planning and implementation of health and development acti- 


vities (see for example Segall and White 1981). 


The struggle for popular participation is basically the 
struggle for democratisation of decision-making and econo- 
mic power. To achieve this goal it is usually necessary to 
have specific social structures - new in most parts of the 
world - that will provide for the democratic debate and ma- 
nagement of community affairs, and will supply the ideologi- 
cal inputs necessary to support the involvement of the pre- 
sently weaker community members. This is an eminently politi- 
cal process, involving a transfer of power and influence 


from a minority to the majority at the community level, and 


cw, 


it will require a national political process to initiate and 


foster its development. 


| Restructuring the health care sector 


Much has been written already about the typical maldistri- 
bution of health care in developing countries, with minority 
urban populations - usually already enjoying better health as 
a result of higher living stendards - benefiting from health 
care resources pe r capi ta very many times greater 
than the rural poor, who carry a much heavier burden of dis- 
ease. This maldistribution is ususlly chsracterised in simple 
urban/rural terms, but it shovld be emphasised that many of 
the health and health care problems of the rural areas sre 


shared (if generally in lesser measure) by the town poor. 


The urban health care takes the form mainly of a combina- 
tion of government services and the private medical Gbwectors 
Health care is available generally to the urban population, 
and even the private market at its cheaper end may be patro- 
nised by the poorer social classes. Nevertheless, the main 
beneficiaries of the private sub-sector are obviously those 
who- in the national context and in simple terms — may be 
said to constitute the urban rich, and they also often have 
privileged access to the best government facilities and per- 
sonnel, sometimes by paying (often relatively small) fees. 
The principsl pressure to maintain and develop the level of 
urban health care thus comes from these main beneficiaries, 
who also wield the greatest political clout. One mechanism 


for achieving their goal is political influence on the allo- 
| REGRET SST eS a SS SS ER i i alae ee 


‘he discussion here of private medicine will exclude voluntary 


agencies, traditional practioners and household self-care. The 
more complex situation of compulsory health insurance and so- 
cial security schemes for wage earners, which in many develo- 
ping countries have some effects similar to those of private 
medicine, will also be excluded, 
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cation of government resources; another is pressure in fa- 


vour of private medicine. 


The private medical sub-sector may be substantial in deve- 
loping countries, in expenditure terms being often as large 
as, or larger than, the government health services (World 
Hart 1980b; Preston 1980:340). The private sub-sector is in- 
herently maldistributive, in that it directs health care re- 
sources to those who can pay rather than to those with the 
greatest need. Nevertheless, a defence commonly put forward 
by the protagonists of private medicine is that it takes a 
middle-class load off the government health services, which 
can then concentrate their efforts on the poor. This argument 
overlooks, however, the extent to which the private and public 
sub-sectors intermesh to the detriment of the latter (Segall 
1983a). To itemise some of the effects, the private sub-sector: 
absorbs scarce government-trained health personnel; practises 
excessive and expensive curative care, inflating medical costs 
and drawing on the country's limited foreign exchange for 
pharmaceuticals and equipment; reinforces the technocratic 
clinical bias in medical education and influences students' 
attitudes towards profit-making private practise, thus under- 
mining attempts to orientate health workers towards the PHC 
approach; and constitutes the independent economic base from 
which the conservative fraction of the medical profession can 
Oppose structural reforms in the health sector. In addition, 
the private sub-sector is often not completely financed pri- 
vately, but receives substantial direct and indirect public 
subsidies, ranging from the use of health service facilities 
and personnel at no or below cost, to tax concessions on pri- 


vate health insurance contributions. 
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The reshaping of the health sector in the direction of PHC 
inevitably encounters opposition from the main beneficiaries 
of the existing situation. On the consumer side these com — 
prise, as mentioned, the urban rich, who benefit from superi- 
or health care both as individuals and as employers wanting to 
provide private medical insurance schemes for their work - 
fevee’. On the producer side sare the health care professionals, 
especially the doctors, and private capital in the form of the 
pharmaceutical and medical equipment industries, and those 
private hospitals and health insurance companies that are pro- 


fit-msking. This is a formidable enough alliance. 


Reshaping the health sector for PHC rarely takes the form 
of the actual redistribution of existing health care resour- 
ces from urban to rural areas. Even where this would be ap- 
propriate and there is a legitimate case for rationalisations 
in urban care, it is usually resisted vigorously and openly, 
and the political scope for reductions in existing levels of 
urban service is strictly limited. Reshaping the sector's re- 
source pattern is achieved usually by allocating the bulk of 
new expenditures to the expansion of rural health care, and 
here the opposition manifests itself indirectly. brimary 
health care is never opposed as such: in these days of its 
orthodoxy in must indeed be supported in theory - and there 
is no reason why it cannot be supported in theory. The prac- 
tical struggle is over the slicing of the limited 'cake' of 
new resources. It is the making of competitive demands on 
these resources to meet other ‘urgent needs' in the urban s- 
reas, typically of a high technology character, that is the 


most common form of opposition to PHC reform in the health 


7 


There are often tax concessions on employers' insurance 
contributions, which may also be passed on to the general 
public in higher prices. 
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sector. Unless there is adequate resistance to these demands, 
national Situation easily develops that PHC is promoted in 
words, while urban high technology care is Supported in deeds. 
This contradiction is greatly facilitated by the common ab- 
sence of an accounting and planning system that surveys and 
Organises the health sector as a whole. If the private and 
public sub-sectors, and the different levels of care, are 
treated essentially separately - as is still usually the case 
- the proportional divisions of the total health resource 
‘cake' are never made apparent, and the contradiction between 
words and deeds can continue with relative ease (Segall 198 3a). 
This is surely the story in most countries today, as it was 


in the days of the BHS strategy. 


The success of PHC requires the strictest control on re- 
source allocations both within the health service and - for 
the reasons given - in any private medical sub-sector as well. 
With regard to the latter, at least all direct and indirect 
public subsidies should be removed, and strict limitations 
will also need to be placed on the sub-sector's growth; in- 
deed some countries have opted for its contraction or aboli- 
tion. Uwnership and control in the health care peter 3 are 
thus vital political issues for PHC implementation. Control, 
however, is not merely a question of public versus private 
ownership — though it begins with this. A highly bureaucra- 
tised government service may be almost as antithetical to 
PHC as private medicine itself. The issue of control involves 
also the question of democratisation of decision-mahing: 


within the health service generally; between the professio- 


eee 
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In this context the heslth care sector is understood to 
include the pharmaceutical sector. 
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nals (especially the doctors) and the so-called subprofessio- 
nals (ie the health team approach); and between health service 
workers and communities and patients. This democratisation 
will entail struggles against both bureaucracy and elite pro- 
fessionslism. It will also often be necessary to increase the 
obligations of health workers to government service and to 
institute major reforms in medical education. No less than 

in the sreas of political economy and popular involvement, 
health sector reform for FHC is fraught with es wide variety 

of conflicting social interests - the stuff of politics. 


The Nature of PHC Politics 


From the beginning official international documents identi- 
fied PHC as a political issue, that required to be backed by 
political 'will' or ‘commitment! (Djukanovic and Mach 1975:96; 
WHO/UNICEF 1978:5,42). This entailed a far more explicit po- 
litical stance than was ever the case with the BHS strategy, 
both in the discussion of health problems and in the choice 
of the national experiences used for their demonstration ef- 
fect. International political formulations have been in effect 
exhortations to governments to pursue PHC policies. The UN 
agencies like WHO sare international - not supranational - or- 
eganisations, and they are subject to the collective decisions 
of the constituent national governments through their respec- 
tive governing bodies like the World Health Assembly. Hence 
UN statements an PHC must be directed towards governments and 


must ultimately be acceptable to them. 


The UN secretarisats, however, do have considerable scope for 
initiative, and they used it to good effect in launching the 
PHC movement. However, what were progressive political formu- 


lations in the 197os when PHC was still emerging and strug - 
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gling for international acceptance, may be less so in the 
1980s when it is now part of the conventional wisdom of the 
international community. The present task in hand is to con- 
vert the formal support of the Alma Ata Declaration into ac- 
tual deeds and to show results before the end of the century: 


and that may require a further turn of the political screw. 


Primary health ‘care is basically a distributive policy. Not 
surprisingly, the developing socialist countries have a good 
record in this respect. This is especially so with regard to 
the alleviation of poverty (which has been achieved mainly by 
changes in ownership structure that created opportunities for 
gainful employment) and to improving access to health servicesin 
They have also notably succeeded in mobilising populations for 
health, though decision-making has often remained too centra-— 
lised and bureaucratised (while being nevertheless usually a 
lot mor democratic than in the historically preceding situa- 
tions). At the other extreme, there are some countries with 
right-wing regimes that will almost certainly block Signifi- 
cant progress in a PHC direction. However, there are also non- 
socialist countries in which more distributive policies are 
pursued and in which PHC progress may be possible; but in 
many of them this will depend greatly on the outcome of the 


8 
contention of social forces for and against . 


Primary health care is thus not a painless process, but 
one that requires persistent pressure to overcome the inevi- 


table opposition forces. This fact should now be made explicit, 
RRS ence Na Sn Lae ee ek eee 
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This does not mean that health systems in socialist countries 
are without their problems(see for example Segall 1983b), but 
the social system is clearly a major determinant of health 
system development 


oe A some PHC issues this principle may apply also to socialist 
countries. 
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because the problems will not go away by pretending they do 

not exist. It is no longer sufficient to limit political for- 
‘mulations to appeals to governments to have a voluntaristic 

change of heart, as though - even if this happened - it is all 
that is needed. The more that the necessity for continuing po- 
litical action against opposition becomes common currency, the 
more will the struggles of those, both inside and outside go- 


vernments, who are promoting PHC be legitimated and supported. 


SIX AREAS FOR POLITICAL ACTION 


It is impossible to generalise about who sre, or may come 

to be, among the main protagonists of PHC in a given situa- 
tion. This will vary enormously according to political circum- 
stances. They may be the nationsl political leadership, groups 
within the government, opposition political parties or groups, 
trade unions, peasants’ associations, women's organisations, 
other non-government organisations, academics, UN agencies, or 
whoever. The following are some possible lines of action that 
these protagonists may individually or severally pursue. The 
selection is not intended to be exhaustive but is only indica- 


tive, and priority actions are likely to change over time. 


1. Develop the science and practice of social epidemiology 


The key issue here is the demonstration and quantification 


of social inequalities in health and health care. 


Epidemiology concerns the population aspects of ill heslth. 
Classically its point of departure is a disease or health 
problem (like tuberculosis or coronary heart disease or infant 
mortelity). The tasks of epidemiology are then to analyse its 
frequency and distribution in the population, to identify as- 


sociated factors (biological, environmental, social or other) 
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that may be important in the causation with a view to discov- 
ering means of control, and to evaluate the impact of inter- 
ventions on the rates of occurence. Epidemiology is the basic 
science of public health, yet in this most common classical 
form it is (necessary but) insufficient for PHC purposes. 
Starting as it does with the individual condition, it does 
not identify adequately how a range of different health prob- 
lems may be concentrated in certain social classes or groups. 
Thowgh collectively individual epidemiological studies may 
point to a social clustering of disease, they do not charac- 
terise the clustering or the full range of links between the 
different problems systematically. This is the role of social 
epidemiology. Its point of departure is not the disease but 
the social group. It establishes the group's broad health ex- 
periences and analyses their association with various facets 
of social experience, thus identifying the problems in a way 
that calls for social interventions. Social epidemiology is 
thus the basic science to underpin the distributive goals of 
the PHC approach. Classical epidemiology remains the science 
of the individual PHC component programmes (like those for 
communicable disease control), but social epidemiology pro- 
vides the data base for the structural FHC reforms that will 


create the conditions for those programmes to be implemented. 


The basic task of social epidemiology is to demonstrate and 
Guantify sO (eStart; i°n -e'Q Useerut ti ‘e ‘sin nearer. this 
is now an established procedure in some developed countries 
(see for example WHO 1980:47-50). In Britain, for example, it 
has been shown that mortality experience generally deterio-— 
rates with falling social class ranking, and that such a class 
‘gradient’ can be observed for the majority of causes of 


death; morbidity tends to show a similar class distribution, 
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especially with chronic illness (Townsend and Davidson 1982: 


ch 2). 


Very few quantified data of this kind are available for de- 
veloping countries, and there is a pressing need to close this 
information gap. One problem naturally lies in the generally 
deficient health information systems, but possibly more criti- 
cal are the simple lack of awareness of the social epidemio- 
logical approach and its uses, and the consequent lack of fa- 
milisrity with its methods and data needs. In fact the ine- 
qualities in health in developing countries are very great, 
and this allows the broad picture to be painted with relative 
ease. For practical purposes it may be that, at least in the 
first instance, only three main social groupings are required: 
the urban rich, the urban poor, and the rural poor, and there 
are often enough health data (or they can be compiled without 
an impossible effort) to characterise the health experiences 
of these groups (or proxies for them) with reasonable accuracy 
(see for example Segsll 1983a). Epidemiology can also be ap- 
plied to health services, and social epidemiology is the ba- 
sic method to demonstrate and quantify the social maldistri- 
pution of health care, showing also how this often compounds 


the social inequalities in health. 


Social epidemiology can be powerful instrument in support 
both of political action for PHC and of the technical plan- 
ning and programming necessary to implement the distributional 
aspects of the approach (see 2 and 5 below).The science and 
practise of social epidemiology should be greatly expanded 
in developing countries. It should be adapted to their con- 
ditions and resource constraints, and health information sys- 


tems should be developed to serve its data needs. 
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a Popularise social epidemiological findings and the 
PHC approach 


Continuing political support for PHC implies that knowl- 
edge of the relevant issues should not remain the elite pre- 
serve of government officials, academics and UN representa- 
tives; behind closed doors opposition forces are likely to 
wield more persuasive influence and to prevail. The more the 
facts about the ineyualities in health and health care, and 
the principles of PHC, are shared with the mass of the people 
who stand to benefit - the more the issues become part of the 
popular consciousness - the easier it will be to build up the 
head of political pressure to see the policy through. Every 
effort should be made to propagate PHC facts and issues in a 
Simple form, and to use all the means of mass communication 
(for the literate and illiterate) to mount a sustained cam-— 


paign of popular education. 


The quantified findings (crude as they may be) of social 
epidemiological studies will be valuable in this context. For 
example, to know for y 0 u r country the incomes of the urban 
rich and the rural poor (which might work out to be in a ratio 
of, say, 40 to 1), their respective child mortality rates 
(which could be in a ratio of, say, 1 to 40), and the per 
c api ta health care expenditure from which the two groups 
benefit (which might again be in a ratio of, say,40 to 2), has 
much more impact than general statements such as that poverty 
is a cause of disease and the rich get better health care 


than the poor —- observations already made by most people. 


A special education campaign should be mounted for health 
workers, especially for the professionals, and most especially 


for the doctors. A classical medical education (perhaps with 
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a few more token hours of ‘community medicine') is still the 
norm in most countries. This type of training, together with 
the reality that curative practice is what most health per- 
sonnel presently do most of the time, tends to narrow the vi- 
sion of health workers to the traditional clinical relation- 
ship, and this can make it more difficult for them to open 
their minds to the broader aspects of the PHC approach, no- 
tably to the question of community and patient involvement in 
decision-making. It is true that many professionals cannot 
‘understand' PHC because (at whatever level of their con- 
sciousness may be involved) they do not wan t to under - 
stand. Their present bread and butter - with not a little 

jam -— depends on the existing medical system. These are the 
fraction of the health professionals who constitute part of 
the opposition. However, there are slso a growing number of 
professionals, especially among the younger generations, who 
are coming to see the relevance of PHC to the social value 
of their work, and who are prepared to respond to the career 
consequences of the approach. It is important to provide 
these professionals, and all health workers, with the infor- 
mation they need for the development of their social con - 
sciousness and for their own work in the propagation of PHC 
ideas. The battle for a PHC consciousness should be carried 
into the ranks of the health professions; their voice car- 
ries political weight and their cooperation is needed for the 


technical implementation of FHC. 


3. Feed PHC policy into the organisations 
of the common people 
Fopular consciousness is one thing, and political clout 


is another. It is important that organisations representing 


the interests of the mass of ordinary people - be these po- 
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litical parties (in power or in opposition), trade unions, 
peasants’ associations, women's organisations, or religious 
groups - should take up the cause of PHC. The spontaneous po- 
pular demands about health are usually for more doctors and 
hospitals, and this is normally reflected in the political 
demands of mass-based organisations. While these demands for 
better medical care are likely to be quite justified, they 
Should be located in the broader context of the PHC approach. 
The leadership of mass organisations should be convinced a- 
bout the correctness of the approach, so they can use their 
influence to get this message across to their members and 
constituencies, and use the weight of their organisations in 
the political arena to support struggles for PHC. They are 
likely to be particularly supportive of the PHC elements re-— 
lating to the alleviation of poverty and to the democratisa- 


tion of decision-making. 


4. Legislate wherever possible 


Political pressure for change is one thing, and the force 
of law is another. As and when a government is persuaded to 
undertake a particular PHC reform, it is good practice to 
éet it on the statute book wherever possible. A law is not 
automatically implemented, and it can always be revoked. It 
is not therefore a substitute for continuing pressure to 
turn FHC policy into reality, but it does strengthen the 
base from which such pressure is applied. In addition, the 
Opposition may lose some support once the apparent f a i t 
accom pili of legislation is effected. Thus legislative 
measures are among the means by which political PHC gains can 


be given an element of: stability. 


Without pre judging at this point how tough any particular 


law may be, the following are some areas where FHC-related 
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legislation may be called for: 


~ economic and fiscal reform relating to the distribution 
of wealth and income; 


~ establishment of social structures and processes for the 
democratisation of decision-making; 


~ establishment of a national health service; 


—~ definition of the scope of any private medical sub-sector(s); 


—~ educational definitions of health professionals, bonding 
of graduates to government service, and criteria for ca- 
reer advancement; 


- pharmaceuticals and medical equipment. 


5. Establish health planning means to serve distributional ends 


The key issue here is planning on the criterion of social 


equity. 


Health planning procedures should support the distributio- 
nal aims of PHC. Given the inertia of entrenched planning me- 
thodologies, the establishment of appropriate methods may it- 
self be a political task. While the distributional principles 
apply to all] the health-related sectors, the discussion will 
be limited here to the health care sector itself. 


The conventional public health planning prevalent in devel- 
oping countries is based on the traditional medical approach 
of classical epidemiology. It identifies individual or 
grouped health problems and designs specific health care 
programmes to resolve them, like those for communicable dis- 
ease control, immunisation, or mother and child health. 

While this is a perfectly necessary activity it is insuffi- 
cient for PHC purposes; it is health care programming, which 
should not be confused with PHC planning in the strategic 


sense. 
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Where health care programming is the predominant planning 
methodology, it tends to 'verticalise' health care activi- 
ties into distinct national programmes which can become com- 
plex and unwieldly. Despite being nominally PHC components, 
these programmes tend to develop a life of their own and re- 
produce many of the problems of the vertical campaigns that 
characterised the period before the BHS strategy. Integra- 
tion of component programmes into a coherent PHC structure 
is a continuing problem in many countries. This is one symp- 
tom of the general problem that health care programming does 
not deal adequately with the restructuring of the health sec- 
tor necessary for PHC and therefore for the success of the 
health care programmes themselves. Without that restructu- 
ring and the concomitant allocation of resources to priori- 
ty areas, the programmes will remain chronically short of 
funds - the common situation at present. Health care program- 
ming does not relate to a high enough level of decision-ma- 
king, and does not service the political process with the in- 
formation and proposals necessary for strategic PHC policy 
formation; indeed it does not have the planning 'vocabulary' 


ane 80. 


Primary health care requires a planning method that has 
- like social epidemiology - its point of departure in de- 
prived social classes; it can then have '‘horizontal' distri- 
butional goals built into it as an inherent characteristic. 
The key task is to restructure the health sector so that re- 
sources are channelled preferentially to those with the 
greatest need, that is, according to the principle of social 
equity; and the key instrument to achieve this is therefore 
the control and planning of resource allocation. Resource 


planning must be the leading planning method for PHC reform 
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in the health sector. For the reasons discussed earlier, i 
should treat the sector holistically, looking not merely at 
the primary level itself, but at the higher levels of the go- 
vernment service and at any private medical sub-sector(s) as 


well. 


Starting from the existing inequalities in health care and 
health status identified through social epidemiological stud- 
ies, the prime task is to plan their systematic reduction 
through the differential allocation of resources, particular- 
ly by geographical area (notably with an urban/rural break- 
down) and by level of care. Strengthening the structures and 
increasing the resource availability in rural districts create 
the conditions for the bulk of heslth care programming to be 
done on a decentralised basis, by people in contact with the 
local circumstances. This decentralised ‘horizontal’ ap- 
proach also facilitates local intersectoral cooperation, and 
political and popular involvement. Increasingly national 
programming can consist of the supervision and coordination 
of local health care programmes, while the central planning 
role remains the promotion of social equity through resource 


allocations. 


The resource approach to PHC planning represents a consid- 
erable methodological departure from the common practice in 
developing countries, end even from that of WHO, whose 'mana- 
gerial process for national health development’ (WHO 1981) - 
itself derived from the earlier procedure of country health 
programming - is basically a systematic variant of health 
care programming, and has not yet absorbed the full planning 
implications of the PHC approach. This subject, as well as 
how PHC resource planning should articulate with health care 


programming, has been discussed in detail elsewhere (Segall 


Cay 


1983a); only this brief outline of principle is given here. 


6. Press for international economic action 
=a ere tional economic action 


fhe necessity for national actions to alleviate poverty 
- part of the PHC approach itself -— cannot be separated from 
the need for economic change internationally, especially in 
this period of recession. Economic recession is not a natural 
phenomenon (as it is often portrayed), but arises out of a 
specific economic system and is conditioned by specific eco- 
nomic policies. It is hypocritical for the Western industri- 
alised countries to claim to Support the PHC approach in de- 
veloping countries when, in the context of providing relative- 
ly small amounts of health sector aid, amounting from all 
sources to about 3 per cent of the total health expenditures 
by developing countries (Preston 1980: 315), their economic 
policies are wiping out development efforts in many parts of 
the Third World, with the consequent perpetuation or exacer-— 


bation of poverty and ill health. 


A vigorous campaign affirming the deleterious effects of 
poverty on heaith and stating unequivocally how they radically 
undermine the PHC approach, should be carried into the inter- 
national fora where the world economy is debated. This cam -— 
paign should be prosecuted, not merely by the developing 
countries themselves, but especially by the UN agencies most 
closely associated with PHC, namely, WHO and UNICEF. The PHC 
movement should not be allowed to provide a smokescreen for 
the grave effects of the present economic situation on world 
health. International agencies should staunchly support the 
calls for a reordering of the world economy, and for measures 


to counteract the recession and its effects on the Third World. 
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SUMMARY AND CONCLUSIONS 


All three main elements of the PHC approach - the allevia- 
tion of poverty, popular involvement, and health sector re- 
form - are fraught with issues of conflicting social inter- 
ests, which explain the present slow pace of progress in 
most countries. The political character of PHC should now be 
made more explicit to legitimate and support the struggles 
of PHC protagonists to see official words translated into ac- 
tual deeds. The year 2000 is approaching fast. Six lines of 


action are discussed; there will be others. 
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DISCUSSION 


The discussion was opened by raising the question as to the 
type and number of data to be collected within the framework 


of primary health care; whom are these data intended to serve? 


Criticism was voiced by various delegates with a view to the 
excessive amount of data collected. They felt that the data 
employed by donor organizations or the Ministry of Health, 
respectively, served mainly to cover the needs of these insti- 
tutions.Only such data are worth being collected that are 
applicable in practice and essential for the progress of the 


project (Diesfeld). 


Mention was made by Mr. Reitmaier of the inadequate experience 
and previously acquired knowledge of epidemiological diseases 
on the part of the physicians, this being a basic problem in 
data collection. In order to clarify the quantitative and 
qualitative value of data, Mr. Reitmaier mentioned the 

example of the MCH programme. Quantitative aspects include the 
participation rate (percentage of children investigated compared 
to total number of children in the catchment area), the rate 

of special treatments etc. In contrast, qualitative aspects 
comprise the answer to the question, explaining why one group 
takes part in the investigation, whereas the other does not. It 
is, however, precisely the answer to this question, which may 


involve a. revision of and change in the attitude of physicians. 


Mr. Segall pointed out that the phenomena which are of particular 
significance for the successful implementation of PHC programmes, 
are difficult to evaluate and hardly—often not at all—auanti- 
fieble, This was illustrated by the example of community parti- 


cipation and the relationship between physician and patient. 


Mrs. Liboon reported that for the main part data are collected 
by the community health workers on the occasion of house visits. 


All families are requested to complete a questionnaire which 
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reflects the objectives of the community health worker. Ensuing 
discussions between the latter and the villagers are mainly 
devoted to an examination of the qualitative aspects of the 


results and future approaches. 


Mrs. Lachenmann explained why the difference between quanti- 
tative and qualitative methods, procedures, and forms of data 
collection has ceased to be of importance in the social 
sciences sector: the knowledge aguired is basically qualitative 
in nature; the quantification of facts without a qualitative 
indication of their social implications makes no sense. 

We should realize that data evaluation must always be hased on 
a catalogue of qualitative criteria or judged by qualitative 
Standards, respectively. Accordingly, it is recommended to 
establish a relation between the effects of the health system 


and the concepts developed at grass-root level. 


According to Mr.Dayrit, the first steps to be taken should 

be to convince village health workers of the usefulness of 
evaluation—a basically difficult and time-consuming task. 
Secondly, community participation implies that the population 
is familiarized with the results of the monitoring and evalua- 
tion process. Thirdly, evaluation must concentrate on actual 
health phenomena under exclusion of the artefacts which are 


likely to turn up in the data collection process. 


Mrs. Oberhoffer recommended that WHO set up a catalogue as a guide 
line for data collection in order to counteract the host of 


collection criteria. 


Mr. Korte pointed out in this context that, considering their 
speed in processing the data computers might be helpful by 
rapidly submitting results for purposes of discussion. A careful 
planning approach with regard to the potential use of these 
devices is indicated so as to ensure an accelerated transfer 


of evaluation findings and subsequent recommendations into 


practice. 
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Political Factors in Primary Health Care Implementation 


In his lecture, Professor Segall dealt with the problem of 
acceptance of primary health care at political level, point— 
ing out that owing to the unequal distribution of resources 
and political power the socioeconomic preconditions for 
initiating health care measures, especially in African coun- 
tries, are deteriorating to an ever-increasing extent. A - 
cordingly, Professor Segall departs from the assumption thaty 
correspondingly,a deterioration in the state of health 


is to be expected in the majority of the countries. 


Mr. Roemer emphasized the fact that although disease-specific 
health programmes failed to eliminate the basic, socially 
implied symptoms, they have nevertheless contributed towards 
improving the health situation in disadvantaged population 
groups. Professor Segall, in turn, pointed out that the effective- 
ness of disease-specific health campaigns is ensuredonly if 

they are integrated into a broader framework of primary health 
care activities. The resources required towards this end must 

be made available by restricting the cost incurred by both 


the private and the hospital sector. 


Mr. Fiege wished to prove that the political motivation of 
the population represents an efficient means of increasing 


the flow of resources into primary health care. 


Mrs. Velten-Schuber mentioned the considerable effects of 
education. Fmpirical research has proved that a broader school 
education undergone by the mothers is apt to drastically reduce 


the infant mortality rate. 


Health education, iff understood properly, must start at the 
top of the health hierarchy, without ignoring however the 
political factors involved. In this connection, 


sensibilization with regard to socioeconomic correlations plays 


360 


a highly important role. Physicians and paramedical staff at 
intermediate level have so far been thinking exclusively in 
terms of clinical medicine. It is from this point that train- 
ing and advanced training measures (including those financed 
externally) must depart so as to strengthen the general aware- 
ness of the importance of primary health care. In addition, 
the classical training institutions in Third World countries 
should in growing measure be prepared to offer PHC-oriented 


curricula. 


According to Mr. de Kadt, social epidemiology and subsequent 
analysis of the resources to be drawn on in this connection 

have paved the way for a discussion in broader public of the 
problem of inadequate medical care being’ provided for disadvantaged 
population groups.A discussion at this level represents an ef- 
ficient means of strengthening political awareness and 

exerting influence—important preconditions for initiating 


a real change in the allocation of resources. 


Mc. Matomora undertook to demonstrate by way of an allegoric 
example (a father wishes to buy his son a suit, but discovers 
that all he can get for his money is a T-Shirt) that it is 
most important that the scarce resources available for primary 
health care are deployed in such a way as to justify its 


legitimate claim to increased resource allocation. 


Mc. Segall stressed the necessity of including health pro- 
grammes in a broader-based interministerial debate on inter- 
sectoral cooperation, in order to foster the economic and 
political importance of the politically weak health sector. 

From an intersectoral point of view, the major problem 

ig to be seen in the distribution of resources; at this point 
it became evident that the share earmarked for primary health 
care is by far too small. The deterioration noticeable in the 
general health situation in disadvantaged population groups 

can be countered only if primary health care funds are increased 


to a considerable extent. 
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THE TOM MBOYA MEMORIAL HEALTH CENTRE IN MBITA, SOUTH NYANZA, 
KENYA 


Gawdensia Juma Odhiambo and Hannelore Nierstenhdfer 


Background on the Tom Mboya Memorial Health Centre 


The Tom Mboya Health Centre was first established by Tom Mboya 
in the late 1960s. Mboya, who was a prominent Kenyan politician 
and labour leader, established the Health Centre and a local 
High School as part of his development objectives for his home 
area. After Mr. Mboya's death, the Centre was reopened in 1976 


under the auspices of the Anglican Diocese of Maseno South. 


The Health Centre is located on Rusinga Island, in Lake Victo- 
ria, within the jurisdiction of Mbita Division, South Nyanza 
District. Rusinga Island is densely populated, with an esti- 
mated 10,000 inhabitants in 1979, living on only 56 square 
kilometers of land. Though the Health Centre was originally es- 
tablished to serve the Rusinga population, it currently meets 
the needs of people from many parts of Mbita Division, as the 
access to other medical facilities is limited. The nearest 
large hospital is in the district centre of Homa Bay, some 50 
kilometers away. The isolation of the area contributes to the 3 
difficulties in health care delivery, although the improvement 
of the main road in 1984 and the construction of a causeway 
connecting Rusinga Island with the mainland in 1983 have 
greatly facilitated transportation both to the Health Centre 
and to the district hospital in Homa Bay. 


The population served by the Health Centre is comprised prima- 
rily of farmers and fisherfolk who raise subsistence grains 
(maize and sorghum) and small quantities of vegetables (kale, 
tomatoes, and onions) and fruits (paw-paw and banana) which 
are supplemented by the fish they catch in Lake Victoria. The 
agriculture is only marginal, as low and erratic rainfall make 


it impossible for most farmers to raise more than one crop per 
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year. Irrigation of farms is virtually nonexistent at the 
present time, despite the proximity to the Lake. This low 
productivity of the area, in combination with small land- 
holdings results in most farmers being unable to produce ade- 
quate food for their families for an entire year, and so many 
rely on fishing and the sales of fish to supplement their in- 


come. 


The standard of living of most inhabitants is quite low by 
Kenyan standards, most people live in mud houses with thatch 
roofs, although many people are beginning to replace tradi- 
tional thatch with iron sheets. Sanitation facilities are 
rudimentary, as most households have no latrine and collect 
their drinking water from unsafe sources, such as the lake, 
streams, or waterholes, which are also used for bathing, 


washing clothes, and watering livestock. 


The common health problems in the area are diarrheal diseases, 
especially in children under five, malnutrition, malaria, 
bilharzia (schistosomiasis), leprosy, and veneral diseases. 
Many of the more serious health care problems can be attri- 
buted to the poor sanitation and hygiene practices in the 
area, and many of the activities of the Health Centre are 


directed at these issues. 


Staff of the Health Centre 


The majority of the staff are employees of the Diocese of 
Maseno South. Since 1972 the staff has included several 
trained expatriate nurses who were assigned to the Health 
Centre by European-based volunteer organizations, to supple- 
ment the staff of local nurses and community health workers. 
The members of the local staff vary greatly in the amount 

of formal training they have received, with much of their 
skills resulting from on-the-job training in the Health 
Centre itself. Practical training in the Health Centre has 


emphasized community health work and ward assistance, and 
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the local staff have made real progress in meeting the local 


needs. 


In 1982 the Centre was fortunate to receive additional staff 
expertise from the Ministry of Health, which assiged a clini- 
cal officer and a community nurse to work in the Centre. We 
hope that this assistance will be expanded to include a labo- 
ratory technician in the future. The Ministry of Health has 
also assigned three field workers to Rusinga Island, and 
these people work in cooperation with the programmes of the 


Tom Mboya Centre. 


Programmes and Services of the Tom Mboya Health Centre 


At the time the Health Centre was established, the major em- 
phasis was on meeting the clinical needs of the people who 
came to the Centre seeking treatment. But since the late 1970s 
the focus has shifted to concern with preventive rather than 
curative medicine and primary health care rather than clini- 
cal work. This policy is consistent with recently stated ob- 
jectives of the Kenyan Ministry of Health, which is promoting 
primary health care and decision-making on a district rather 
than national level to more effectively serve the population. 
This emphasis on basic health care also reflects local real- 
ities, that is, most of the serious local health problems are 
a result of poor sanitation, poor nutrition, and lack of 
knowledge. To effectively solve these problems the emphasis 
must be placed on working in the community, not within the 
walls of the Health Centre. 


Basic services and clinical facilities - The Health Centre is 
equipped for serving outpatients as well as having a small 
bedded dispensary. The outpatient facilities include a con- 
sultation room, injection room, general clinic room, a small 
laboratory and a pharmacy. the inpatient facilities include 


both a female and male ward, each with six beds, and a 
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delivery room and six maternity beds where the nurse/midwives 


handle from 15 to 30 deliveries per month. 


The majority of patients are seen on an outpatient basis, with 
consultations numbering from 20 to 50 per day. Patients are 
commonly admitted for malnutrition (kwashiorkor or marasmus), 
diarrheal diseases, and malaria. Serious cases, or those re- 
quiring surgery, are referred to the Homa Bay District Hospi- 
tal. 


Leprosy clinics - The Health Centre currently administers to 
180 patients diagnosed as having leprosy (Hansen's disease) 

in scattered locations throughout Mbita Division. The patients' 
progress and drug regimen are recorded and included in reports 
to the government, and continued participation and follow-ups 
are vigorously pursued. One local craftsman works in coopera- 
tion with the leprosy outreach clinics manufacturing soft 

shoes to protect the feet of the leprosy patients, as the lack 
of feeling in the extremities of lepers often results in more 


serious injuries and deformities. 


Maternal/Child Health (MCH), prenatal and family planning 


clinics - The MCH and prenatal clinics are held weekly in the 
Health Centre and held monthly in nine other locations in 
conjunction with the mobile clinic programme described below. 
At the MCH clinics the growth progress of preschool children 
is monitored, they receive any necessary immunizations or 
booster injections, and are treated for any illnesses (most 
commonly malaria, skin diseases, or parasites). The MCH 
clinics see between 325 and 350 children each month, most of 


whom are less than two years of age. 


The prenatal clinics are held at the same time as the MCH 

clinics, and serve approximately 115 to 130 women each month. 
The women are examined, have their blood pressure tested, and 
are counselled on good nutrition and means of avoiding prob- 


lems for the duration of their pregnancies. If problems 
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during delivery are anticipated (common problems include pre- 
mature deliveries, toxemia, and breech positioning of the 
-child), the nurses advise the mother to deliver in the Health 


Centre or, if necessary, at the district hospital. 


Family planning services are also available at the Centre, 
but the participation has so far been low. Future activities 
will emphasize family planning further, through outreach work 


and counselling by the community health workers. 


Nutrition centre - A nutrition centre was established in 1980 
with the assistance of a German aid organization, Berlin 
hilft. The centre was intended to be a place where mothers of 
seriously malnourished children could stay with the child 
during rehabilitation and be taught proper techniques of food 
preparation, hygiene, and child care. The initial efforts met 
with limited success, because the mothers were housed in 
cement block buildings with furniture and cooking facilities 
which were unfamiliar to them. In 1984 we constructed a new 
centre, consisting of earth houses and a traditional kitchen 
and charcoal burner for cooking, which more closely resembles 
a local homestead. Mothers will now be taught to prepare tra- 
ditional foods in a way that is palatable to small children, 
and will work in an adjacent vegetable garden to produce some 
of the foods their children will receive. The ultimate goal 
is to use the nutrition centre compound as a demonstration 
plot for education of all people coming to the Centre on good 
sanitation, safe water collection, energy-efficient cooking 
techniques, vegetable production, and nutrition, in order to 
illustrate how these ideas can be implemented in the average 


household compound. 


Nutritional surveillance and intervention project - In Sep- 
tember 1984 we will be initiating a 15-month study of nutri- 


tional problems and possible solutions in representative con- 


munities throughout Mbita Division. The work will be super- 
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vised by a visiting nutritional anthropologist who will train 
local health care workers on techniques of nutritional assess- 
ment and will work with the community nutrition workers to es- 
tablish more effective and dynamic nutrition outreach pro- 
grammes. The project is supported by UNICEF as part of its 
Child Survival Programme, which is working in three districts 
in Kenya where the conditions of nutrition and childhood mor- 


tality have been identified as especially serious. 


Mobile clinic programme - The international Organization 


Bread for the World is supporting our mobile clinic programme, 
which reaches nine isolated communities each month. The mobile 
clinics were first conducted in 1976 and continued on a spo- 
radic basis until 1982. Initial logistical problems were re- 
solved and the mobile clinics resumed in 1984 when the Catho- 
lic Diocese of Rottenburg donated a large boat to the Catholic 
Mission of Mbita, which has allowed access on the Lake to 


several more isolated communities. 


This new programme of mobile clinics, now a joint effort of 
the Tom Mboya Centre and the Catholic Mission of Mbita, have 
met with tremendous success in recent months. The mobile 
clinics see between 600 and 700 patiens monthly and offer 
MCH, antenatal, leprosy clinics as well as general treatment 
for patients with specific complaints. Again, the majority of 
participants attend the mobile clinics for the preventative 


services available, rather than for curative services. 


Flying doctor - The German organization, Berlin hilft, also 
sponsors the Centre's membership in AMREF's Flying Doctor 
Programme. The flying doctor visits the Centre and Mfangano 
Island once every six weeks to consult with the staff on 
difficult cases. Additionally, the Centre has a radio re- 
ceiver which can be used to summon an air ambulance in cases 
of extreme emergency, though fortunately this service is 


seldom needed. 
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School vaccination programme - As part of the Ministry of 
Health's new drive to immunize all children in Kenya by 1986, 
the Tom Mboya staff has been conducting school vaccination 
clinics since 1982. The vaccinations protect school-age 
children from tuberculosis, measles, and polio and are given 


free of charge in 35 local primary schools. 


Educational programmes - Since 1982 the staff of the Health 
Centre have given guest lectures and presentations on issues 
related to health and preventive medicine to classes at the 
local secondary school. The objective is to reach the young 
people who will be the next generation of parents, to make 
them aware of the importance of sanitation and nutrition in 


the prevention of disease. 


Home visits - Since 1982 the community health workers have 
conducted home visits, during which they visit local families 
in their compounds to discuss sanitation, family planning, 
and nutrition. The objective is to provide educational ser- 
vices to those not currently utilizing the Centre's facili- 
ties, and to make the services of the Centre more widely 
known. So far the home visits have reached only a small pro- 
portion of the total households, but we are optimistic about 
greater coverage in the future, as this will be integrated 


with the nutritional intervention efforts. 


Cooperative ventures - We have realized that our efforts to 
provide primary health care and education to the local popu- 
lation are similar to the goals of several local extension 
workers, and so we have been participating in cooperative 
efforts since 1981. We have worked closely with a Peace Corps 
volunteer who is working with income-generating and conserva- 
tion projects with local women's groups, and with the local 
government extension officer who deals with women groups and 


agriculture. 
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Financial Support 


The mandate of the Diocese of Maseno South is that the Health 
Centre should be supported by fees for the services it pro- 
vides, with the exception of vaccinations which are given 
free of charge. In reality, the local population is too poor 
to provide enough support to meet all operating expenses, and 
so we have adjusted our fees to reflect what we feel is rea- 
sonable given local incomes. Currently adults are charged 
Kshs. 8 (= US$ .55 or DM 1.60) and children Kshs. 5 

(= US$ .34 or DM 1) for consultation services. There is no 
charge for medicines provided and if follow-up consultations 
are necessary there is no additional charge. If a patient is 
unable to pay, he/she is not denied assistance, but asked to 
pay later or given the option of contributing manure for the 


operation of our biogas plant. 


The fees received for clinic services are equivalent to only 
about 10 percent of the operating costs, so a number of other 
sources Of support have been utilized to keep the Centre 


going. 


1. Income generation - We own a donkey cart for tranporting 
equipment which we rent out when not in use to provide ad- 

ditional income. Already the income from the donkey cart ex- 
ceeds the salary of the worker who tends the animals, and so 


subsidizes our transport expenses. 


We established a small duka (store) on the Centre compound 
which sells miscellaneous items such as basic foodstuffs, 
snacks, matches, kerosene, milk, etc. The store was original- 
ly intended to provide our staff with many of their neces- 
sities at reasonable prices (as we are able to buy in bulk), 
but the demand was high and we have opened access to include 
the general community. Currently the income from the store 

is sufficient to pay the salary of the storekeeper and sev- 
eral clinic nurses, and so we view this as one of our more 


successful efforts. 
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2. Government of Kenya/Ministry of Health - The Centre re- 


ceives supplies of medicines from the Ministry of Health to 
- be used in treating our patients. While this is an important 
source of support, the drugs provided are in insufficient 
quantities and not always on a regular basis so we must also 
purchase medications if we are to meet all the needs of our 


patients. 


3. Kenyan NGOs - We have received assistance from two Kenya- 
based NGOs which have facilitated our programme work. First, 
as mentioned previously, our mobile clinic programme is pos- 
sible through the cooperation of the Catholic Mission of 
Mbita, which pays half the cost of the boat transportation 

to the remote communities. We also receive small donations 
based on our daily patient load from the Protestant Medical 
Association/National Christian Churches of Kenya. 


4. International support - We have been fortunate to receive 
some crucial support from several international organiza- 


tions: 


a) DU (Service Overseas) - This German volunteer oraaniza-— 
tion pays the salaries of two German nurses currently 
working at the Centre and has provided material support 
in the form of a biogas plant and a gas-powered refrig- 


erator for storage of vaccines. 


b) NORAD - The Norwegian Development Assistance Agency pays 
the salary of one Norwegian nurse working at the Centre 
and provided a water storage tank and connection to a 
water pumping windmill designed to serve both the Centre 
and the local secondary school. We are expecting a grant 
for material assistance in the near future (for purchase 
of mosquito nets, new mattresses, etc.) and there is a 
possibility of the donation of a vehicle to replace the 


Centre's ageing ambulance. 
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c) Bread for the World - This Christian organization has 
given the Centre grants to meet running costs and has 


helped sponsor our mobile clinic programme. 


d) Berlin hilft - As mentioned earlier, Berlin hilft has 
provided funds for building and operating the nutrition 
centre and subsidizes our membership in the Flying Doctor 


Programme. It has also provided funds for staff wages. 


e) YMCA - The YMCA provided a small grant for one women's 
group project for the house repairs of several local 
widows who lacked the means to pay for the repairs them- 


selves. 


f) NLRA - This Dutch organization helps provide funds and 
medicines for our leprosy clinics, and for similar 


clinics throughout Kenya. 


g) UNICEF - In the past UNICEF has provided the Centre with 
several valuable pieces of equipment, including standing 
scales, a portable scale, and sphygmomanometers. In 1984 
and 1985 we will be receiving support for the nutritional 
surveillance and intervention programme under their Child 


Survival Programme. 


Monitoring of Work at the Tom Mboya Memorial Health Centre 


So far, most of the monitoring of the effectiveness of our 
work has taken the form of preparation of regular reports 
concerning our case loads. We prepare monthly reports for 

the Ministry of Health which summarize the number of patients 
we have seen, breaking them down according to sex and to 
whether they are new or returning cases. Additionally, we 
prepare biannual reports for the Anglican Church on the num- 
ber of patients we have seen by age and sex, which has in- 
dicated to us that women and children under five are the 


most frequent users of our curative services. 
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The preparation of these reports has helped us to realize 
where we spend most of our in-clinic efforts and which peo- 
‘ple are benefitting from our curative services, but neither 
of these reports emphasize primary health care or preventa- 
tive medicine and so only monitor a small part of the work 


we are doing currently. 


Evaluation of Programmes 


We have never received a formal evaluation from an outside 
agency, but we have tried to evaluate in an informal way the 
effectiveness of our programmes, especially when we have 
introduced new programmes, or when there has been a change 
in the health needs of the community. Several areas where we 


have noted changes are as follows: 


1. Measles - In 1980 measles was still a very serious threat 
to the health of children under five, both because measles 

is relatively new to Africa and little resistance has devel- 
oped and because it tends to attack children who are already 
weakened by malnutrition, resulting in high childhood mortal- 
ity. After the unsatisfying use of an old kerosene refrigera- 
tor, late in 1983 we received a gas-powered refrigerator (we 
do not have electricity) which made it possible for us to 
store vaccines for immunization of children against measles 
and other diseases. We began by giving measles vaccines in 
all our MCH clinics and now include mobile clinics and school 
vaccinations for standard one and two students (children 

ages 5-7). While it is impossible to determine statistically 
whether this vaccination programme has been effective, we all 
feel that we are seeing significantly fewer cases of children 


with measles, and fewer cases of child mortality. 


2. As mentioned earlier, our mobile clinics are a relatively 
new programme, and we are greatly encouraged by the success. 
The number of people waiting for us when we arrive in each of 


these remote areas is growing with each monthly visit. They 
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range from Kibuogi Islands where we see 40 to 50 (there are 
only 20 families on the island), to our largest clinic in 


Ngeri where we see 150 to 200 people in a day. 


3. Sanitation programmes - It has been obvious for quite 
some time that many of the illnesses we see in the clinic 
could be prevented by better sanitation, so we have imple- 
mented two programmes to increase awareness of hygiene and 
Sanitation. First we have subsidized the construction of im- 
proved pit latrines at each of the primary schools in Rusinga 
Island, so that children will be exposed from a young age 

to ideas of good sanitation. Also, we intend to start demon- 
strations of how to build rain catchment tanks. As more 
families are using metal roofing it becomes possible for them 
to collect the runoff water as a safe source of drinking 


water, at least seasonally. 


4. Home visits - Some of the local staff members have been 
trained in community health and we encourage them to make as 
many visits to private homes as possible in order to talk on 
a one-to-one basis with people about family planning, nutri- 
tion, and sanitation. In the process of making these home 
visits our staff discovered that one area of Rusinga, 
Kamasengre, seemed to have more sick children and fewer la- 
trines, so in response to this situation, we established a 
special maternal and child health mobile clinic to be held 


monthly in Kamasengre. 


5. Nutrition Centre - As mentioned previously, we have 
changed the facilities of the nutrition centre from a con- 
crete block house to a native-style compound with traditional 
houses. We did this as we realized that the mothers did not 
always feel comfortable in the nutrition centre and they 

did not see how the improvements in cooking and hygiene 

could be implemented in their own households. We hope that 


the new nutrition centre, which will be a model of a clean, 
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efficient, yet traditional compound, will inspire women to 


make similar changes in their own households. 


6. Leprosy clinics - In the past few years we have been able 
to send six of our nurses for a one-week training seminar on 
leprosy treatment. As time has gone on, we have noticed that 
the leprosy patients have become better about regularly at- 
tending the clinics, and we attribute this to the better ser- 


vice which our trained nurses are able to offer. 


Acceptance of Primary Health Care at the Tom Mboya Health 


Centre 


The acceptance of PCH in Kenya must come at three different 
levels: the national level, the local administrative level, 
and the level of the local community. On the top level, PCH 
has been well accepted in Kenya, as the newest policy of the 
National Ministry of Health emphasizes PCH. In terms of lo- 
cal political administration, and community involvement, it 

is too soon to tell whether PCH can be successfully imple- 
mented. The response to mobile clinics has been very positive, 
and we are hoping for greater cooperation with the district 
level offices concerned with these issues (e.g. Ministry of 
Health), but the concepts of PCH are very new and have not 
been internalized. The notion that local people can and should 
take responsibility for their own health and well-being through 
PCH is contrary to the long established tradition of reliance 
on the outside world for improvements in their lives. Because 
of this attitude, much of the work in the next few years will 
be concerned with educating the local people about ways in 
which they can prevent serious illnesses by improving nutri- 
tion and hygiene in their families, and about other means at 
their disposal for improving the quality of life for them- 


selves and their children. 
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Conclusion 


We have come to realize the importance of monitoring and self- 
evaluation of our work to understand the effectiveness of our 
programmes, locate deficiencies, and plan for future work. Ad- 
ditionally, Obtaining financial Support for our work has in- 
creasingly involved international agencies which require this 
kind of data for determining eligibility. In response, we are 
in the process of modifying our record-keeping procedures in 
Order to more easily summarize information on patient load, 
the relative frequency of various health problems, and the ef- 
fectiveness of our work. In Order to increase the acceptance 
Of PCH at the local administrative and community level, we are 
engaging in active collaboration with the representatives of 


the different ministries concerned with health and development. 
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PEOPLE'S PARTICIPATION IN HEALTH CARE SUBSEQUENT TO THE 
REVOLUTION IN NICARAGUA 


Carlos Jarquin Gonzalez and Hubertus von Schwarzkopf 


It must be pointed out that currently the process of conscious— 
ness-raising, organization and citizen participation has been 
strengthened in Nicaragua; namely in such diverse fields 

as defense, economy, education and culture as well as in the 


health sector. 


Some factors which influenced the degree of organization in the 
public health sector should be recalled in this context: 


1) the low educational level with a high illiteracy rate and 
the literacy campaign in 1980 as a landmark of a new educa- 


tion for the people; 


2) the low organizational level of the population which was 
improved with surprising speed; 


3) the historically conditioned concepts of illness, health 
and practical medicine which prevail not only in the popu- 
lation at large, but also in health care personnel with re- 


spect to people's participation. 


In the first phase, the SNUS (Sistema Nacional Unico de Salud) 
in cooperation with the mass organizations gained initial expe- 
rience with citizen participation during the first inoculation 


campaigns against polio. 


During the second phase (the second half of 1980), the national 
health commission was established in cooperation with the minis- 
try of education and mass organizations such as the coopera- 


tives, the defense committees, women's organizations, etc. 
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During a third phase in 1982, a new type of organization was 
prepared in the health sector by introducing an integral plan 
of all activities in the health areas. It envisages not only 
the participation of the population in planning and executing 
tasks, but also the control of activities in the health sector 
by the population. This is ensured by the fact that those in 
charge in the health system are accountable to the community, 


a procedure which is called "face the people". 


The health campaigns as a health care strategy in accordance 
with conditions in Nicaragua after the triumph of the revolu- 


tion 


Origin and characteristics: 


The public health campaigns are part of a project implemented 
by the health ministry in cooperation with mass Organizations. 
They enable the organized communes to undertake activities in 
cooperation with the state. The campaigns are a practical form 
of PHC (atenciOn primaria) and are implemented on a nationwide 


basis. 


We can say that the public health campaigns are a fundamental 
element of the Nicaraguan revolution; they are democratic and 


supported by the people. 


By means of these campaigns a new health strategy is to be de- 
veloped by encouraging the Nicaraguan people to solve its 


health problems through independent effort. 


The more serious and complicated diseases must be treated by 
the institutionalized medical apparatus which is made more pos- 
sible if the general demand has been met by the basic services. 
These relieve the hospitals of their burden of work, and thus 
the capacities of the hospitals can be utilized for the treat- 


ment of serious cases. 
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The state considers health to be a basic right, the exercise 


of which will eventually lead to better health care. 


The importance of the mass organizations lies in their partici- 
pation in planning, design and practical realization of health 


care programmes. 


People's participation in reorganizing the health areas 


The experiences gained in the public health commission were of 
fundamental importance for the development and functions of the 
health areas. Three different forms of people's participation 


must be underlined: 
1) Level of the public health commission 


The public health commission plans the health policy and adapts 
the health programmes to local conditions with the aid of the 


health-area directorates. 
2) Level of the health areas (30 to 40 OOO inhabitants) 


At this level, the mass organizations select those persons who 
are to work in the future as health workers or traditional mid- 
wives. They undergo technical training at the health centre. 
The participation of traditional leaders in health activities 
is considered important. It has emerged that the traditional 
midwife still assists in 50 percent of the births in rural ar- 
eas. Up to five years ago, these midwives were persecuted by 
the authorities; today they receive advanced training by the 


personnel of the health centres and posts. 
3) Level of the commune 


The reports which have to be written periodically and systemat- 
ically by the health institution are discussed with the commune 
(suggestions, results, criticism, self-criticism, problems) and 
reflect maximum people's democracy. The people are requested 


regularly to attend such meetings (cara al pueblo). 
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Monitoring as a yardstick of sociopolitical acceptance 


Every three months the statistical data are screened and eval- 
uated. The public health commission also participates in this 
process, first in the health areas, then in the regions and fi- 
nally at central level in cooperation with the highest authori- 
ties of the health ministry and the communes. This is called 
“Jornada de Analisis y Balance", i.e. campaign for the purpose 
of analyzing and balancing what has been planned on the basis 
of what has been actually achieved. These campaigns facilitate 
detection of shortcomings in implementing the set objectives 
and norms as well as of deficiencies in the information system 


or in the discharge of tasks. 


Method of evaluation at the lowest level, with special refer- 
ence to people's participation in PHC (atenciOodn primaria) 


Methods of evaluation (with participation of the commune): 


1) campaigns in the form of "Jornada de Analisis y Balance” 


(JABA) every three months; 


2) public health campaigns carried out by the public health 


commission; 


3) periodical evaluation in the different areas, also by the 
public health commission; 


4) “Face the people" with special reference to health; this 
comprises a meeting of the directors council and the public 
health commission before the population of the relevant 
health area organized in the various mass organizations. 
"Face the people" comprises a report on activities for the 
members of the commune and a subsequent meeting during 
which questions are answered and acknowledgements and com- 


mitments made. 
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Difficulties 


1) 


2) 


3) 


The first great difficulty which confronts us is the in- 
creasing number of aggressive acts to which our country is 
exposed and which claim countless victims among the civil- 
ian population, inter alia physicians, nurses, pedagogues, 
health workers, brigadistas, and midwives. Among these is 
our friend Albrecht Pflaum, a German colleague who was mur- 
dered by Somosan conterrevolutionaries in Sompoperas-Jino- 
tega in 1973. 


Until 1981, there was no clearly defined jurisdiction at 
ministerial level for PHC activities. In the meantime this 
problem has been solved by the establishment of a commis- 
sion at ministerial level with representatives of all con- 
cerned. This commission accompanies and monitors the devel- 


opment of primary health care in the countryside. 


Infrastructure which is obsolete or has been destroyed by 


war; 


Financial difficulties due, among other things, to the im- 
possibility of obtaining international funds (veto by the 
United States in international organizations, non-payment 
of DM 40 million sanctioned by the Federal Republic of Ger- 


many, etc.); 


Shortage of personnel and insufficient training of person- 
nel in PHC; 


Insufficient transport and communications facilities in 
large areas of the country which prevent systematic super- 
vision; difficulties involved in the professional attitude 
of the medical personnel (e.g. with regard to the necessity 
of a commune not only making work, but also controlling and 
directing it); 


Difficulties in intersectoral cooperation with some state 
institutions. 
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At regional level: 


- the lack of PHC skills and know-how on the part of those 
bearing responsibility in the health sector and in the com- 


mune; 


- the lack of transport facilities and equipment for the groups 


working at primary level. 


At district level: 


- the work of the brigadistas and the traditional midwives must 


be systematized; 
- the lack of training facilities for the district teams; 


- insufficient supervision of the activities of the informal 


system; 


- the traditional position of the physicians and technicians of 
the health sector vis-a-vis the brigadistas and traditional 
midwives who play a central role for the progress of the pro~- 


gramme; 


- the existence of a national plan, the recognition of existing 
difficulties, and the successes achieved in the development 
of health care at primary and secondary level permit us to 


advance more rapidly than expected. 


Despite the aggression which our country is suffering at 
present, we are convinced that in the year 2000 health will 
be a reality in "Nicaragua libre". 
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Project Example El Cua, Nicaragua 


El Cua, now a village of 120 houses, is located in northern 
Nicaragua about 80 km south of the Honduran border. This region, 
Originally a forest area with a native Indian population, was 
populated by white settlers 20 to 30 years ago, who introduced 
the cultivation of coffee. The scattered houses or farms in 
this mountainous region and the lack of traditional social 
structures (no families, clans or villages) are part of this 
form of settlement. Owing to the coffee plantations there is a 
high fluctuation caused by migrant workers arriving for the 
harvests. The only two roads were built in the 1970's by US 
concerns which in turn received the right to deforest the en- 


tire area. 


The Centro de Salud El Cua has been in operation since the be- 
ginning of 1980; the immediate catchment area has 20 to 25,000 
inhabitants and the total area to be served about 45,000. Work 
was taken up by one physician and one nurse in a room measuring 
3 x 6 metres. In 1981 the commune built a new health centre in 


cooperation with neighbouring communes. 


Since 1982 two physicians, two nurses and three auxiliary 
nurses have been working in El Cua. There are, in addition, six 
health posts, three with one auxiliary nurse each; one, due to 
its special location, is staffed by one physician, one male 


nurse and two auxiliary nurses. 

The following programmes are operational: 

consulting hours, TB, prenatal care, under-five clinic, rehy- 
dration of children, immunization of children and adults. 


Three to four nationwide campaigns are undertaken annually: 


1) Immunization (January-May) ; 
2) Sanitation campaign (June-July) ; 
3) Anti-malaria campaign (November) ; 


4) Inoculation of dogs against rabies. 
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Statistical Data Pertaining to the El Cua Health Centre 


(Area 10 of the 6th Region - Matagalpa) 


1980 1981 1982 1983 
Te ee a 
consulting 8 400 26 263 20 894 40 195 
hours + brigadistas (11 months) 
of the literacy 
campaign 
i eso ~ Se  oo  e 
mother and 477 2 348 757 
child care (July-Dec.) (311 births) (Jan.~March) 
(‘ais eee eee 
growth control 55-97 2 £33 
for children (Jan.-March) 
(under-five 
clinic) 
OS OR Seer eetes | ) PR eee asc) | Ue eee 
oral 2 SIG 1 bee 
rehydration (Jan.—-March) 
unit 
aaa ee a es 
immunization 
children up 
to five 
BCG 2 990 : 592 1 035 
polio 1 715 3 684 2 950 
DPT 1 820 # 435 856 
measles 2 660 2 900 1 667 
(6 months) 
ENE Bet re aS er RS 
TB (new cases) 39 
Se ea ee a eee ee 
nutrition 
programme 
SUP Rees ees ee eee eee ee en eee eS ee 
brigadistas de salud 34 
brigadistas sanitarias 155 211 
brigadistas comunitarias 48 63 
en salud 


brigadista materno-infantil 
brigadista escolar de salud 
brigadista obrera de salud 5 


parteras emiricas adiestradas 14 
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In addition, several local campaigns were initiated such as the 
vaccination of all rural workers and schoolchildren, cultiva- 
tion of vegetable gardens, treatment of mucocutaneous leish- 


maniosis, etc. 


All these campaigns were planned and organized by the Consejo 
popular de Salud (public health commission) and carried out 
with the technical assistance of MINSA (ministry of health, 
Centro de Salud) by the brigadistas de salud; these brigadistas 


are volunteers working without payment. 


At all levels continuing training is offered. For the brigadis- 
tas it was envisaged to organize a weekend course every six 
weeks and a one-week course once or twice a year. At the health 
centre, One evening per week was reserved for training, and the 
personnel of all health posts met once a month. After some dif- 
ficulties in the period from 1980 to 1982, the logistics of the 
area is now functioning effectively. Recently, some problems 
have been caused by the war situation, the shortage of foreign 
Currency and the overt or covert boycotts practised by some 


firms. 


All activities in border areas have been suffering from the 
counterrevolutionary aggression since 1981. The troups pene- 
trating from Honduras assault farmers, kidnap women and chil- 
dren, destroy health posts, health centres, casualty wards, etc. 
Curative medicine can often be described as emergency war medi- 
cine. These threats at no time succeeded in hampering social 
progress and have even had the effect that people's participa- 


tion increased in rural areas at least. 


Community participation 


The first fundaments for participation and mobilization of the 
population in the health sector were laid in the nationwide 
literacy campaigns from March to August 1980. Both in class- 


rooms and through joint activities (construction of latrines, 
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gardens, etc.) health topics were dealt with and applied in 
practice. Furthermore, during these six months many important 
-data were compiled such as population density and structure, 
distances between individual villages, predominant diseases, 


medicinal herbs. 


During the second half of 1980 the cooperatives and communes 
for the first time elected brigadistas de salud who, following 
a short period of training, carried through an inoculation cam— 
paign in 1981. Of 3,800 registered children under five years 
3,457 were inoculated (DPT, polio, measles, BDG). During the 
same year, the brigadistas conducted a sanitation campaign as 
well as an anti-malaria campaign and inoculated 1,600 dogs 
against rabies. Also in 1981, the village of El Cua and the 
surrounding cooperatives built a new health centre (7o"2 ° 15 me=- 
tres) with two consulting rooms, one pharmacy, one emergency 
room, one laboratory and an office/sterilization unit. In addi- 
tion, rooms were made available at five locations for external 
consulting hours and seminars. These facilities were also to 


serve as health posts. 


The implementation and success of all campaigns depend on the 
continuous work of the brigadistas. Despite the changed securi- 
ty situation the inoculation results continue to be satisfacto- 
ry: in 1982, 3,000 children and in 1983, 2,950 children were 


inoculated. 


In former times the rural areas had no access at all to social 
institutions; this changed with liberation on 19 July 1979. 
Thanks to social reforms (health, education, etc.), the entire 
population was offered what it had been denied under Somoza, 
i.e. a nationwide health system almost free of charge. This, 
however, only partly explains the high degree of people's par- 
ticipation. It is also explained by the health education of the 
people by the brigadistas, the mass organizations, the teaching 


content in schools, and the media. 
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Due to the current war situation, the role of community partic- 
ipation and the dedication of the brigadistas have become ex- 


tremely important. 


The health personnel is hardly in a position to leave the cen- 
tres; the patients are often unable to reach the centres be- 
cause of fighting. However, thanks to decentralization and 
grass-roots participation, health care continues at all levels. 
The health care provided at present is part of national civil- 


ian defense efforts. 


The most important instrument of community involvement is the 
Consejo popular de salud (public health commission). Under the 
direction of the educador de salud (health educator), the rep- 
resentatives of the following organizations meet every fort- 
night in El Cua: the mass organizations UNAG (small farmers as- 
sociation, cooperatives), ATC (farm workers cooperative), 
AMNLAE (women's organization), MED (ministry of education), and 
the health centre physician (jefe de area). This public health 
commission is responsible for planning and organizing all 
health campaigns. Furthermore, the commission is involved in 
all activities of the health personnel outside the health cen- 
tre and posts. The commission is also in a position to control 
the efficiency of the health centre and posts, and to suggest 
improvements. One item on the agenda is always "opinion popular", 
i.e. public opinion on the health facilities; the forerunner of 
the "cara al pueblo". The commission evaluates all campaigns 
jointly; it is also involved in the appraisal of the work con- 


ducted in the health centres and posts. 


Multisectoral cooperation is ensured by the fact that every 
fortnight in the Junta municipal the representatives of all 
mass organizations and all state institutions (Bank, PROCAMP, 
MED, PROAGRO, MICOIN = Tienda popular) discuss all problems of 
the region concerned and take decisions; thus involvement in 


health problems is ensured, and vice versa MINSA (ministry of 
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health) is involved in bank problems (credits etc.) and prob- 
lems of other institutions. For example, all health campaigns 
are announced during these meetings by the representative of 
the public health commission, and the other institutions prom- 
ise their support by emphasizing the importance of the cam- 
paigns in their meetings with the farmers, by announcing dates, 
and by making vehicles available for the transport of vaccines. 
In this manner and in cooperation with UNAG (small farmers as-— 
sociation) and PROCAMP (agricultural extension), vegetable gar- 
dens for demonstration purposes were laid out in all coopera- 
tives. Furthermore, all coffee producers were recommended to 
use a device to keep back the harmful coffee pulp so that the 
coffee shells could not pollute the creeks and rivers. Joint 
decision was reached on routing roads and establishing food 


depots etc. 


Acceptance on the part of medical personnel 


After the initial euphoria the new health programmes were faced 
with difficulties in all occupational groups. The health per- 
sonnel had all been trained under Somoza; they were used to ho- 
tel-like hospitals for the privileged and enjoyed privileges 
themselves, and now they were expected to ensure health care 
for all, even those in the most remote areas of the country. 
This difficulty was overcome by increasing training at all lev- 


els and by introducing new curricula. 


The auxiliary health workers (auxiliares) who are trained in 
ten-month courses have adapted most easily of all to the 
changed situation. Often they come from rural areas and are 
highly motivated to help those groups marginalized until 1979, 
even if this imposes great personal privations. It must be 
criticized that the level of entry for the auxiliary health 
worker course is too high, namely completion of the 6th grade 
(primary school = six grades), because at present the schools 


usually offer only the first grades. 
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In the past, Nicaragua had few nurses and they were trained ac- 
cording to the American system; i.e. administrative tasks were 
given more weight than nursing. Up to 1982, complex problems 
arose with these nurses, as e.g. insufficient awareness of the 
importance of preventive medicine, inexpert handling of pa- 
tients, and poor personal conduct. This changed in January 1983 
when for the first time nurses were sent to rural areas to 
serve their obligatory two social years; following the libera- 
tion they entered this new practice-oriented training with a 
different attitude. In the case of the nurses, one can say that 


a positive change has taken place. 


In the case of physicians, the acceptance of the new health 
system is in many cases very low. It should be remembered in 
this context that at the beginning of 1982 about 80 physicians 
left the country per month. During the first post-revolutionary 
years, many medical students left the university; they had 
started their studies not so much for scientific reasons, but 
rather for reasons of money and status. Now students enrol at 
the university who want to occupy a place in a changing soci- 
ety. However, due to the length of the course, many years will 
pass before these young physicians move into positions of re- 
sponsibility. 


The curricula have changed for the better; they are more prac- 
tice-oriented and concentrate on primary health care (atenciodn 
primaria). In addition to work during harvest times, there are 
many compulsory periods of training in health centres. Many of 
the medium-level personnel at the university and in the minis- 
try of health are specialized physicians from the Somoza era 


whose work is oriented to the standards of the US system. 


At the bottom of their hearts they still think only of their 
privileges and their political survival. This explains the fact 
that up to May 1983, the established physicians resisted the 
extended training of brigadistas. In November 1983, 17 
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physicians were assigned to the northern region of Matagalpa to 
do their social service years. According to my information only 
* ten are still working there; it is, however, a region where 


constant combat action renders work very dangerous. 


The situation with regard to doctors will improve in the medium 


to long term, i.e. from the end of 1985 onwards. 


Monitoring and evaluation 


Statistical data are compiled at all levels on all activities. 
In my opinion, the required data are not always suited to ob- 
taining really important information. For example, on the 
sheets kept for the daily consulting hour all forms of diarrhea 
are grouped in one category, and information on parasitosis and 
above all consecutive symptoms of malaria, parasitosis and mal- 
nutrition (such as anemia) is not kept at all. The home village 
or town of the patients is not noted although it is of great 


importance for planning. 


The brigadistas, who in most cases only learned to read and 
write about four years ago, and the medical personnel often 
have difficulty in preparing the data. If entire health areas 
and larger units are concerned, statisticians and trained aux- 


iliary statistical personnel are employed. 


At the health centres, weekly staff meetings are held during 
which all problems are discussed; for example, why the set ob- 
jectives have not been achieved, or why fewer children have 


been vaccinated, etc. 


At area level, monthly meetings are held during which efficien- 
cy, special incidents and the ratio between targets and results 


are discussed. 


Every three to six months, we were visited by a supervisory 


team (control y ayuda) of the regional authority. During these 
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visits all problems were discussed with the team which in turn 
tried to assist in finding solutions. It also familiarized it- 
self with the local conditions, in order to adapt the national 


programmes and norms accordingly. 


At the end of each year, evaluation seminars are conducted at 
regional and national level. For each area, all programme items 
are discussed and new target values are determined for the sub- 
sequent year; these values are then calculated for each health 
post and each month in the area itself. In our region, these 
Standard values were handled quite rigidly and were based in 
the initial years on population figures and not on results. In 
our Opinion, parameters such as inadequate infrastructure, in- 
creaSing counterrevolutionary propaganda and assaults by coun- 
terrevolutionaries from Honduras were not taken into considera- 


tion sufficiently. 


All the data compiled and requirements made by the regional 
level are discussed in the context of the results actually 
achieved. Furthermore all the results achieved in the health 
campaigns are compiled by the commission and passed on to the 


regional level with interpretations. 


In this paper some important aspects of the Nicaraguan health 
sector such as organization, finance, supervision, training, 
intersectoral and multiprofessional cooperation have only been ; 
dealt with superficially. It is hoped, however, that the exem- 


plary character of the work done so far has been made clear. 


In 1981, WHO chose Nicaragua as a worldwide model for PHC. The 
health sector is only one area of national reconstruction fol- 
lowing liberation on 19 July 1979. On her southern and northern 
borders Nicaragua is involved in a war Supported and financed 
by the United States; in Honduras and off her coast, the US is 
engaged in constant maneuvres, and her air space is violated 


daily by military aircraft. 
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At the beginning of 1984 mines were planted in all ports of the 
country. 


Nicaragua needs peace in order to be able to consolidate and 
continue its examplary reconstruction. We condemn every attempt 


at direct or indirect intervention. 


No pasar&an! They shall not pass! 
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TRAINING OF COMMUNITY HEALTH WORKERS ~- THE NANGINA EXPERIENCE 


Sister Leda Liboon, and Beatrice Nekesa 


1. Introduction 


The training programme for community health workers is an in- 
tegral part of the developmental work of Nangina Hospital. A 
lot of problems confront us: how to get medical services to the 
vast majority of the people who are too poor to pay for medical 
attention; to those too far away to try to reach and who have 
no transport available; to those not even aware of existing 
medical facilities/services around them. Confronted with these 
needs, resources are severely limited. The hospital alone can- 
not cope with all or even most of the existing health problems. 
Furthermore, simply treating diseases does not improve the life 


of the people. 


Nonetheless, we believe that the life of the people can be sig- 
nificantly improved through resources that are available even 
in an underdeveloped area. These resources are the people them- 
selves; people who are committed and well motivated by their 
concern for good health; people who have the capacity to learn 
and teach others basic means of preventing diseases and treat- 


ing common illnesses. 


Our programme then, is geared to improving the health of the 


Samia Location community through the community's own effort. 


hs Background Information 


Nangina Hospital comprises a 78-bed general hospital with out- 
patient department; theatre for obstetrics emergencies and mi- 
nor surgeries; ante-natal clinics; under-five comprehensive 
clinics; family life centre and agricultural demonstration plot; 


furthermore, an active social service department; mobile 
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comprehensive clinics for under-five children and ante-natal 


clinics; and a training programme for health auxiliaries. 


Nangina is situated in Samia Location, Busia District, Western 
Province, Kenya. The hospital serves as referral centre for the 
government health centres and dispensaries in the area. Fifty 
thousand people of Samia and many from surrounding locations, 
including Uganda, avail themselves of the hospital facilities. 
The demand on these facilities is expected to increase as there 


is an estimated population growth rate of 3.4 percent annually. 


Samia Location is situated on the Ugandan border and Lake Vic~ 
toria. The average altitude is 3,000 ft. The people are Baluyia 
and most of them are small plot farmers. Some have cattle. 


Those on the lakeshore are fishermen. 


The major health problems are: malaria, anaemia (iron deficien- 
cy and sickle cell), protein calorie malnutrition, gastroenter- 
itis, measles, pneumonia, intestinal parasites, skin diseases, 


pulmonary tuberculosis, tetanus. 


3. Development of the Programme 


When the nutrition rehabilitation unit at Nangina was opened, 
it became apparent that a field worker was required to follow 
up cases discharged from the Unit. A nutrition aide field work- 
er (NAFW) was trained in nutrition and health education. Her 
other functions include case finding of malnourished children, 


and to advise mothers to come to the under-five clinic. 


The success of this NAFW suggested that her functions could be 
broadened to include all aspects of health prevention and pro- 
motion, not just nutrition. These new cadres of health workers 
are now called "field health workers". They answered the great 
need in the community by providing health education at the 

grass-roots level. It also taught us that the solution to that 
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need existed amongst the villagers themselves, if only they 


could be self-reliant and support their own health workers. 


At the same time as we began our efforts with village health 
workers, there was a parallel development of so-called Chris- 
tian community groups (CCG). The aim of these groups was to 
help and support the aged, the poor, and the disabled, with 
concerted efforts. In their organized communal activities, we 
saw a potential for introducing health programmes, for the 
groups have already proved themselves to be highly motivated 


and involved in charitable communal activities. 


4. Selection 


In seeking to promote the health of the Samia community in gen- 
eral, Nangina Hospital recognized the potential in introducing 

a health programme in the community through the existing CCG. 
The candidates were selected according to the community members' 
criteria: able to listen, sets a good example in her/his way of 
live, works with the community, speaks kindly to anybody, truth- 
ful, one whom people can trust, patient and do not force any- 


body, one who is never drunk. 


The final selection invokes the full sanction and support of 
the community members. A person is chosen on the basis of rec- 
ognized leadership qualities: approachability, trustworthiness, 
reliability, commitment to the job, willingness to learn and to 
share. The community felt that besides these requirements, an 
essential attribute is to have the wisdom and experience of old 
age. For this reason, the first group of CHWs trained had an 
average age of 45 years. Most of them were illiterate (more 


than 50 percent), and most were mature senior women. 
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a Training 


Sie k Information 


Training is a vital element in a community health project. The 
Success of the project is largely determined by the quality of 
the training and the ability to relate that training to local 


needs and concerns. 


Through our contact with patients, their relatives, with moth- 
ers and children coming to the hospital and mobile clinics in 
the different areas of the sublocations, we become aware of the 
different problems in the different areas. Our day-to-day work 
thus enables us to see the basic issues that face people in al- 
most every community of the location. Most of these issues, we 
believe, could be solved by the community if they were given 


the opportunity to learn and develop their skills. 


The sharing of experiences among trainees during each training 
session, provides additional insight into the causes and ef- 
fects of the problems in the community. The course participants 


share issues that concern them most. 
5.2 Trainers 


At present, the trainers/supervisors consist of: 
1 Kenya-enrolled community nurse/family planning; 
1 Kenya-enrolled nurse; 


1 public health aide (standard basic education), with auxiliary 
health training at the hospital; in-service training with the 
MCH clinics; and Workshop on Training of Trainers (AMREF) . 


These trainers were selected on the basis of their sharing the 
same tribal background as the people in the locality, speaking 
the language well, knowing the local customs, having good com- 
munication skill, and having worked in the hospital for years. 


All the trainers were knowledgeable about the community. 
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5.3 Course Content 


The syllabus is divided into two parts. The first part deals 
with the promotive and preventive aspects of health. The sec~ 
ond part consists of first aid; simple treatment of common ill- 
nesses; basic midwifery; recognition of common diseases and 
when to refer patients, etc. Integrated in the syllabus is the 


spiritual motivation before each class. 


The syllabus was prepared in the form of guidelines, based on 


the following considerations: 


(1) For the trainees (participants) who are members of the 
CCGs, the foremost priority is to promote better under- 
standing and to build relationships among individuals, 
families and communities. They feel they must lay a good 
foundation, well-rooted in their faith, before they can 
help others. 


(2) With the basic underpinning of faith and community devel- 
opment, we then focus on the common health problems that 
face the community as well as the influence of witchcraft, 
and we examine their effect on the community. We seek so- 
lutions that are within the means and capabilities of the 
CHWs and their communities. 7 


(3) The syllabus guidelines take into account the criteria for 
selection of trainees, whereby formal education is not a 
prerequisite. The trainers nonetheless recognize that 
these trainees have certain skills and wisdom that can be 
shared. Thus the trainee's own experience can be mar- 
shalled as a source of knowledge for others and the train- 


ers themselves. 


The details and sequence of the syllabus are determined by an 
awareness of both the felt needs of the community and the needs 
seen by the trainers in their contact with the community. The 


course requires much flexibility to meet these needs, and the 
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syllabus is subject to change as new priorities are set by the 
trainees. However, it is emphasized to the trainees that it is 
not the new skills themselves that are important but the abili- 
ty to apply these skills so that there is improvement in health. 


The training of CHWs is intended in the final analysis to ben- 
efit the community. For that reason, this training is built on 

traditional knowledge, attitudes and practices, but at the same 
time encourages initiative and creativity. If this training is 

to have an impact, then it must build people's confidence in 


their own ability to improve their situation. 


S24 Training Method 


5.4.1 Duration 


The training is arranged'so that the trainees will not be ab- 
sent from her/his home for long periods. The first intensive 

period lasts for two weeks and is followed by practical field 
work in the trainee's home area. This field work gives the 


trainee the opportunity to practise what she/he has learned. 


The second part of the syllabus is given when we see that the 
CHWs have done well with the preventive and promotive aspects 

of their work. We make assessments by examining their records/ 
reports, by getting feedback from the community, and by set 
criteria for evaluation of the effectiveness of their new skill. 


The second part of the syllabus is given for a week. 


On the whole, ongoing education is based on actual experience: 
and in our situation, it depends on both individual motivation 


and support from the community. 


5.4.2 Location of training 


At the beginning of the programme, all of the training was done 
at the Nangina Mission Pastoral Centre, in the hospital com- 


pound, to enable us to use the hospital facilities and the 
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staff of the MCH clinic to give classes in turn. Nangina is 
within the Location from which all the CHWs have come, so this 


venue did not alienate them from their community. 


As the community gained more confidence in the performance of 
the CHWs, and showed interest in trying to support their CHWs, 
we encouraged each community to provide a place where the CHWs' 
meetings can be held and all courses be given in their corre- 
sponding area. All CHWs then go home in the evenings to be with 
their families, and they are thus still able to carry out their 


household chores and responsibilities. 


5.4.3 Methodology - the psycho-social method 


The psycho-social method has been widely used and publicized by 
Paulo Freire working in Latin America. He recognized that when 
you are working with adults you need to use different teaching 
methods than those used for children; methods that take account 
of the understanding and knowledge adults have acquired through 
experiences of life. One of the key principles of this method 
is to assist people to become aware of their own problems rath- 
er than present ready-made solutions. So, the teaching methods 
must enable trainees to discover solutions themselves and re- 
inforce these solutions through practical demonstrations and 


practices. 


Using the psycho-social method, the learning experiences of the 
participants are enhanced by the presentation of problems/les- 
sons through: role play; health songs; group discussions; demon- 
strations; stories; questions; slides; posters; and sharing of 


actual experiences. 


All learning is communicated in the vernacular. At the end of 
each course, examinations are held orally. Practical examina- 
tions include hypothetical cases, and the candidates analyze 


the situation/problem and give possible solutions. 
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This training method through sharing (dialogue) rather than 
lectures varies sometimes, depending on the type of group being 
trained. The participants are encouraged not to accept uncriti- 
cally what others say but rather to listen and analyze. Creat- 
ing awareness is helping people to realize that they have with- 
in themselves the capacity to understand and change their own 


Situation. 


5.4.4 Training materials 


The following training materials are used: 


a) posters - made locally with cheap materials; 
b) flip charts; 

c) flannel graphs; 

d) slides; 


e) improvised obstetric model - for the traditional attendants' 
course; 

ee for nutrition - arm bands and posters; 

g) different food for cooking demonstration - food available 
in the area, and practical experience at the Family Life 
Centre. 


6. Ongoing Education 


After the primary training period, continuing education is fos- 
tered through: 


a) refresher courses lasting one week held once a year; 


b) monthly meetings with the CHWs by the trainers with input 
on felt needs and subjects of interest; 


c) workshop once a year; 
d) mobile clinics (MCH) ; 


e) follow-ups by supervisor in the field and on-the-spot 
teaching. 


7. Summary 


In the CHW training programme, several unique features are in- 


volved. This necessitates careful adaption of methods and 
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content. Some of the features which might be different from 


other training situations include: 


(1) The trainer is not the only source of knowledge. The 
trainer recognizes the skills and wisdom of the partici- 
pants. Complementing each other's knowledge promotes un- 
derstanding and deeper awareness that leads tto action in 


one's environment. 


(2) The emphasis is placed on sharing between participants and 
trainers or resource persons, stressing what the partici- 
pants already know, what they believe, what they practise 
and what they wish to learn, rather than on listening to 


lectures or reading books. 


(3) Traditional communication techniques such as story-telling, 


plays, songs, are used as much as possible. 


(4) The training programme is flexible as participants have 
other commitments and responsibilities. The flexibility of 
the syllabus also enables the trainer to adopt new priori- 


ties as the perception of the community changes. 


(5) The trainer has to go to the participants so that training 
is done in the community. This also enhances community par- 
ticipation. 


(6) The training materials, especially the posters, are locally 
made and simple. The visual aids must suit the culture of 


the community. 


(7) The trainees are asked to do their own planning to further 


the development of their own programme. 


(8) Each community must find ways and means to support its 
health workers and to receive their accountability. Where 
community health workers give their service voluntarily, 
the importance of religious motivation cannot be underes- 


timated. 
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Each community responds to these challenges in a different way, 
but there is value in sharing experiences so that the princi- 


ples which appear to be universally applicable can be identi- 
fied. 


8. Conclusion 


The future of this programme will depend mostly on the spiritu- 
al motivation of the community in their desire to improve their 
living conditions, and to accept increasing responsibility for 
its own health; the commitment and stability of the staff; and 
effective two-way communication, that is dialogue, to provide a 


sound basis for planning services. 
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DISCUSSION 


The lecturers (Juma/Nierstenhdfer), who were asked about 

the relations between the church-sponsored project, the 
government, and the village population (Oberhoffer ) answered 
by stating that the good personal relations and the estab- 
lishment of numerous informal contacts with representatives 
of the national health system were indeed considered to be 
very positive assets. Besides organizing training courses 

to be jointly undergone by paramedical staff, the physicians 
of the mission hospital provide technical advice for the 


regional health workers (Nierstenhofer). 


It has however so far been problematic to establish closer 
relations with the local population. First positive results 
are nevertheless noticeable in that it has been possible to 
exchange experiences on a regular basis with some women 
initiatives. The women engage in various small projects 

such as chicken breeding, homework etc. Community development 
committees, offering an opportunity for people to discuss 
pertinent local problems, have been established with the sup- 
port of the Mission. In the schools, the pupils and their 
families undertake to build toilets and rainwater tanks. 

Mr. Kingma felt that the primary health care services rendered 
by non-government organizations incurred higher cost than 
those organized by national agencies, firstly, because accord- 
ing to the principle of self-reliance, the patients must pay 
fees, and secondly, because preventive measures are not as re- 
munerative as hospital services. Accordingly, many external 
donors are interested only in supporting NGO-sponsored hos- 
pitals 

The mismanagement becoming evident once the private primary 
health projects have been transferred to the national level 
together with the increased financial burdens incurred in 


this process, are the reasons explaining why governmental] interest 
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in the primary health work of NGO's is steadily decreasing. 


Mr. Matomora however praised the work accomplished by NGO's 

in Tanzania, where they account for 50 percent of the overall 
health effort. Their basis-oriented work is marked by a 
"bottom to top" effect which is in contrast to the “top to 
bottom planning approach" by national health services. Nation- 
al PHC programmes carried through in Tanzania are'of 

a Marginal effect only, as they are poorly organized (inade- 
quate community participation) and managed (with super- 
vision of village helath workers being often discontinued 
after a short period of in-training). In contrast, non-govern- 
mental organizations have largely contributed to the health- 


oriented enlightenment of the population. 


Mrs. Juma underlined the need for communication with the 
people at grass-root level; she confirmed that the communi- 
cation, especially with the male population, is often ex- 
tremely difficult. Continued efforts to convince the people 


are generally crowned by success. 
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Following the assumption of power by the Sandinistas in 
Nicaragua, a primary health care system was established 
with great enthusiasm and was actively supported by the 
population. The report submitted by C. Jarquin Gonzalez 
and H. von Schwarzkopf reflects the political uprise 
undergone by the country and provides information on 
the effects on health activities brought about by the 
US-fuelled civil war. 


The definite improvements noticeable in the health status 
of the population seem to be proof of the effectiveness 

of the new health strategy, initiated by the Sandinistas: 
the number of malaria and diarrhea cases is clearly de- 
clining, the food situation is improving to a considerable 


extent, and no case of polio has been recorded since 1980. 


Whereas in the infant phase of the newly established system 
the training of the brigadistas (village health workers) 

was decentralized, it is now being based on a standardized 
concept. Training is provided in local health centres; mid- 
wives undergo on-the-job-training and advanced training, 
provided by physicians and paramedical staff.At the same time 
health educators, who are required to have pedagogic ex- 
periences and skills, are selected from among the community 
members and charged with the following tasks: coordination 

of training measures, procurement of teaching materials, 


and supervision of local health workers. 


Mr. Spatz regretted the fact that the German Volunteer Service, 
operating in Nicaragua, has been compelled to reduce its 
activities. Nicaragua—one of the few countries pursuing a 
positive primary health care strategy—-suffers from an acute 


shortage of medical personnel. 
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The impression was gained that the population, taking active- 
ly part in the Nangina Hospital Project, is particularly com- 
mitted to primary health care work. Close contacts have been 
established between'the experts employed with the project and 
the village population. Mutual motivation is achieved by way 
of multiple communication forms such as posters, role games, 
working groups, village meetings, discussions etc. Some coun- 
tries, in which no political upheaval has taken place, as is 
the case in many newly independent African states, provide 
good examples of active "people's participation in primary 
health care" (Tanzania, Kenya). In some instances, independence 
was followed by mass movements. In this connection, Mr. Mato- 
mora spoke of a "bottom to top approach" in contrast to a 


"top to bottom approach." 


According to Mr. Diesfeld, one need not worry about in- 
sufficient acceptance of the health services as long as primary 
health initiatives originate in the population. Acceptance 
problems are likely to arise only in the event that the service |: 


system is imposed from above. 


People's participation in primary health care can be fostered 

by learning processes induced by the health personnel. Regular 
evaluation work may have direct and positive effects on PHV- 
work. One way would be to submit at reqular intervals a question 
naire to the target groups. Thus the reasons explaining why 

some parts of the population do not participate in PHC work are 
recorded and discussed and incentives provided to the effect 


that unsettled work is finally tackled. 
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According to Mr. Luckner, a continuous feedback as well 

as an exchange of the data derived from monitoring 

and evaluation are conducive to fostering the willingness 
of the population towards PHC cooperation. This was con- 
firmed by the example of Zimbabwe, where individual weight 
data were entered in an overall statistic. The village or 
mothers, respectively, were able to immediately find out 
whether they "had done” well and to discuss with the 
village health workers further steps towards improving 
their babies‘s food supply. 
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SUMMARY OF WORKING GROUP FINDINGS (13-16) 


Rapporteur: W. Bichmann 


1. For better acceptance of health programmes it is essen- 
tial to respect social and cultural values of the communi- 
ties they are. working with. This concerns especially tra- 
ditional beliefs and taboos, traditiona] medicine, the re- 
cognition of the role of the family in the healing process 

by institutional care, and the respect of home deliveries 
performed by TBA's if there do not exist risk factors. There- 
fore PHC programmes have to establish a mutual communication 
‘process with the communities, and the staff should be moti- 
vated and trained for a better understanding of the rationali- 
ty of the villagers' decisions, attitudes, and preoccupa- 
tions in order to achieve optimal economization of resources 
and a better quality of care. It is useless to try to make 
villagers adopt pre-planned solutions from outside, but 

it is necessary to minimize existing social distance and to 


develop partnership relations. 


2. The influence of external donor agencies on national poli~ 
tics cannot be denied and is to a certain extent beneficial 
to the deprived masses. On the other hand, it can distort 
national development plans and even favour approaches which 
do not cope with the felt needs of the populations, as often 
happens in family planning programmes. Jt is obvious that 
assistance programmes in health normally are not contracted be- 
cause donor agencies identified social policy options of 
developing countries coping with internationally agreed-upon 
norms, but that contracts depend on other political consider- 
ations. Nevertheless, in accordance with WHO policies, donor 
agencies should concentrate their efforts on countries in 
which the social policies favour the PHC approach. Programmes 
have not exclusively to be concentrated on the primary care 


level, but upgrading programmes for secondary and tertiary care- 
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levels can be judged as being useful for PHC insofar as they 
improve the referral system. There does not exist a need 

for flexibility in donor agencies' decisions on this matter, 
but this must not serve as an excuse for reinforcing in- 
“Stitution-based structures as long as there is no general 
PHc-system operating. Cooperation in health programmes 
should extend over long periods, as it is already the case 
in NGO/church-related programmes. This can include budget 
contributions, but should not create dependency and/or 


Suppression of local and national initiative. 


3. The notion of acceptance of PHC is not very useful, as 

the aim of PHC is to create active community development, 
going beyond mere community participation. Thus community 
involvement cannot be measured only by health |professionals' 
criteria, but has to take account of the values of the com- 
munities. This means mobilization and a learning process in 
which the communities become aware of their problems and 
priorities, take responsibility and find solutions. A mutual 
communication process between health professionals and the 
community members has to be established to this end, in which 
the communities even must become able to reject outside  pro- 
positions which do not fit with their priorities. PHC programmes 
should concentrate in the initial phase on few villages, in- 
volve the people already in the early planning-, implemen- 
tation- and evaluation process and should evolve slowly, ra- 
ther than adopting a total coverage approach in a hurry. Evalu- 
ation is an integral part of the learning process in which 

the communities should be actively involved. There cannot 
exist global indicators fori acceptance, but evaluation should 
consider the process character of community involvement, lead- 
ing to participatory evaluation. Consequently, evaluation of 
the community involvement component of PHC needs sufficient 
time and cannot be done in short field visits of external ex- 


perts alone. 


4. Evaluation of PHC should concentrate on output- and out- 
come evaluation. Output evaluation has to consider the quality 
of services offered and to identify causal obstacles in PHC 
programmes. Regular staff-meetingsare a necessary precondi- 
tion of this kind of evaluation. To achieve outcome evalua- 
tion, information on vital statistics and nutritional status 
‘has to be collected regularly. Surveys on specific questions 
should supplement regular information and have at the same 
time a strong mobilizing and educational effect, both for 


the communities as for the training of the health team. 


Utilization of computers in monitoring programme achieve- 
ments can be useful, as the elaboration of the software pro- 
gramme offers an outstanding possibility for re-thinking 

the whole process of data collection and -analysis. On the 
Other hand, there is a danger that complex computer programmes 
can inhibit creative initiatives of users not being familiar 
with the designing of programmes. Though there is no reason 

to abstain from modern technology in principle, there is 

a danger that developing countries could become dependent 


on maladapted software being developed in the metropoles. 


DISCUSSION 


Mr. Tenambergen maintained that the political influence 

the Federal Ministry for Cooperation is able to exert on 
local GTZ projects is negligible. Although in principle all 
GTZ-departments seek to obtain their project shares out 

of the overall budget, the chances for PHC projects are 
good. At present, the recipient countries are for the main 
part concentrating on rural health schemes; the demand for 
large hospitals is small. The conscientization of the rural 
population with a view to primary health care is achieved 


via PHC-work at agrass-root level. 


Mr. Njie deplored the lack of foreign currency prevailing 

in most of the developing countries, as it prevents the 
purchase of drugs and other medical supplies as well as their 
subsequent availability on domestic markets and the deploy- 


ment of government funds earmarked for this purpose. 


Whereas bilateral aid, which is necessarily coupled with the 
external political targets of the donor organization, is aimed 
at gaining political influence over the recipient,multilatéral 
aid is politically neutral.It was noted that, in the inter- 
national context, multilateral. aid is basically—though 

to a limited extent—increasing. Where feasible, overall 
financial and technical aid should be channeled via multi- 


national donor organizations (Roemer). 


The recipient countries are known to be quite flexible in 

their reactions to aid offers. If they are offered funds 

for a specific project, they save their own funds being 

earmarked for this purpose in order to invest them elsewhere. 

For this reason it is important that both the ceuntry which is to 
receive one's help,and the concept underlying its development policy be 
assessed as a whole so as to be able to judge in how far 


PHC is likely to receive government support (Segall), 
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The project running time is nearly always too short. 
After ten years, a nursing school project being imple- 
mented in Cameroon must rely on the donor's support 

for another 10 to 15 years (Nana). This experience was 
confirmed by Mr. Tenambergen of GTZ, who stated that 

his agency is prepared to grant as many prolongations 

as may be required and to start out a priori by granting 


longer periods of running time for its projects. 


Mr. Spatz referred to the alibi function of the declara- 
tions made by a number of donor organizations (e.g. GT2), 
Operating in countries where the general principles of 
primary health care are plainly ignored» Project work 
undertaken in a niche behind the back of a "bad" govern- 
ment seems to presuppose that the sociopolitical impli- 
cations of PHC programmes are thrown overboard . The ideo- 


logical character of such declarations is evident. 


Considering that donor organizations concerned with imple- 
menting PHC projects are compelled to operate within 

the boundaries of established local structures, it would 
not be advisable to initiate new structures, but to 
endeavour rather to dynamize the primary health elements 


which might exist in the country. 


An essential objective of PHC is to maintain the autonomy 
of the village communities, this includes the assumption 

of responsibility as well as of financing tasks. The 
financial aid granted by large donor organizations may 

in fact seriously affect one or the other well-functioning 
primary health care project, taken over and managed by 

the community itself. This is a step in the wrong direction 
and one which small non-governmental organizations are 


eager to avoid. 


Multinational organizations such as UNICEF and WHO operate 


worldwide in the macro-sector and at government level. As 


a consequence, their planning approach is directed from 
top to bottom. In contrast, non-government organizations 
work at regional level, with their planning approach 
taking the opposite direction and complying to a much 
greater extent with the requirements of the grass-root 


level (Matomora). 


Mr. Kingma emphasized the importance of WHO, which acts 

as a forum for international discussion and the worldwide 
exchange of information between bilateral and multilateral 
donor organizations and the recipient countries. He 
stressed the need of strengthening the coordination between 
all donor organizations engaged in the planning and 


implementation of PHC projects. 
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SUMMARIZED REPORT ON THE PROCEEDINGS OF THE SYMPOSIUM 


PART I 
Intersectoral cooperation 


Ali attending the symposium were agreed on the value of 
intersectoral cooperation for the promotion of health. The 
importance of the sectors agriculture (nutrition), public 
works (drinking water and sewage), communications (trans- 
port, radio) and education for healthy living is all too 
evident. However, de Kadt went further than this in his 
paper, with his remark: "one of the main purposes of inter- 
sectoral collaboration must be seen as helping to achieve 
more equity”, giving as examples policies on taxation, the 
rural-urban terms of trade, land tenure and property rights, 
which are more broadly connected with development, thus in- 
cluding other departments (finance, justice, home affairs) 


in the discussion on ISC. 


At government level ISC provides a broader scope for analy- 
sis, policy formulation and planning, whereas in the subord- 
inate authorities down to district and village level the 
sectors should concentrate on cooperating on administration, 
management and implementation of programmes. This is the 
only way to ensure that the expertise of each sector is 

put to the best possible use, duplication is avoided and the 
available material, financial and human resources are being 
optimally utilized in such a way as to support the overall 
goal of health promotion. 


On the whole the success of the National Health Councils 

(NHCs) created to coordinate health promotion at the highest 
national level has in the past appeared to be limited. This 
may be due to the fact that the leading role in the Councils 
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has usually been played by the health ministries, which on 
the other hand frequently have the least power of the min- 
istries involved. This means that their opportunities for 
exerting influence are restricted. Reports on the National 
Health Development Networks (NHDNs) are more encouraging 
(e.g. Sri Lanka). These agencies are responsible for more 
technical aspects of health care. In the discussions atten- 
tion was repeatedly drawn to the danger of expecting too 
much of ISC. This was coupled with the recommendation that 
while analyses and planning should by all means be conducted 
jointly with other sectors, the programmes elaborated should 
be implemented separately. There is a risk that cooperation 
on too wide a scale will have a dampening effect even at the 


levels of organisation and administration. 


On the other hand there were several reports of positive 
examples (Kap Verde, Nicaragua, Brasil) of cooperation at 
district or project level, where direct cooperation has been 
achieved betweenvarious sectors in the implementation of 
health-related measures. However, interestingly, in all 
these cases the initiative came from other sectors, the 


health sector assuming a merely supportive role. 


Paradoxical though it may seem, this may mean that in some 
cases the health sectors should refrain from playing a lead- 


ing role in the implementation of health programmes. 


The following is a resumée of a number of obstacles to ISC 
which were repeatedly mentioned in the course of the dis- 
cussions, and proposed ways of overcoming them. (Some of 
the problems and solutions described under "Teamwork" also 


apply to ISC.) 


Obstacles: 


- Lack of awareness on the part of decision-making bodies in 


all sectors and at all levels of the fact that health pro- 
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motion cannot be achieved by means of medical programmes 


alone. 


- Consequently, analysis, planning and implementation of 
health-related measures are seen as the responsibility of 
the health authorities and the other sectors hesitate and 


are reluctant to participate in such activities. 


- ISC is hampered at provincial and district level so long 


as there are no instructions "from above". 


- Too much emphasis on ISC can have a stifling effect on 
activities since the amount of administration and organ- 
isation required increases with the size of the group to 


be coordinated. 


- The division of governments and administrations into sect— 
ors is associated with a high level of professionalisa-— 
tion and specialisation of their staff. This favours the 
development of a kind of professional “tunnel vision", 
even professional arrogance, which is a substantial ob- 
stacle to ISC. 


~ An authoritarian approach to work can have a negative 


effect on ISC or prevent it. 


-~ Lack of understanding for the ideas and needs of the tar- 


get groups and 


—- Unrealistic expectations on the part of the target groups 
as regards the scope of services provided by authorities 


have an equally negative effect on ISC. 
How to overcome the obstacles 
-~ Encouragement to set up intersectoral bodies, and, where 


they already exist, promotion of them at a national level 


in order to accomplish analysis, planning and definition 
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of a health promotion policy (National Health Council, 
NHC). 


Creation or promotion of National Health Development Net- 
works (NHDNs) to provide technical support for decision- 
making bodies. 


Intersectoral cooperation must be based on spheres of in- 
terest and perspectives which are of equal interest to the 
health sector and other sectors (e.g. nutrition, water 


Supply, income-generating activities). 


The final responsibility for ISC must not necessarily be 

vested in the Ministry of Health but rather in other min- 
istries which rank higher in the pecking order (e.g. Min- 
istry of Planning or Ministry of Finance and Development, 


office of the prime minister). 


The organisation of regular intersectoral meetings at 
provincial and, above all, at district level in order to 
tighten up administrative processes, improve management 
and the execution of measures. At such meetings partic- 
ipants can exchange information on their work and come 
to agreements on ways of distributing the work more 
effectively. If a project is ta be successful they must 
ensure communication across all disciplines, which con- 


tributes towards reducing professional prejudice. 


Regular attendance of intersectoral teams (district level) 
at village meetings, mainly to facilitate "bottom-up plan- 
Ting: 


Continuous training programmes for health workers at all 
levels (PHC approach, health management, community develop- 


ment, personnel management, etc.). 
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Multiprofessional cooperation (teamwork) 


Many of the tasks involved in health care are carried out 
jointly by a group of persons. Take, for instance, the 
collaboration between theatre sister, anaesthetist and sur- 
geon in the operating theatre, the nursing staff of a hos- 
pital ward, an out-patients department or mobile clinic. In 
such cases individuals from different professions, some of 
whom are not even medically trained, work together towards 


a common goal. 


However, a loose-knit, relatively coincidental combination 

of individuals with a common goal cannot be considered a 
"team". The concept of "team" is associated with the ideas of 
strong motivation, commitment and also tolerance, comradeship 
and mutual support. Under these conditions each member 
attains a certain degree of security within the team, which 


provides the necessary support for his/her work. 


Good teamwork is particularly important in primary health 

care programmes, which often have to be carried out under dif- 
ficult working conditions with minimal 'resources. The value 
and advantages of teamwork were assessed as follows by the 


working groups at the symposium: 


- The work can be divided up among the members of the team 
according to their specific skills. This reduces the 
burden on the individual. 


- The group works more efficiently. Use of available re- 


sources becomes demonstrably cost-effective. 


-~ There is a rise in the quality of the work as a result of 


improved motivation and group discipline. 


~ The convenience for the population increases and with it 
the acceptability of the health services and their acces- 
sibility. 
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- A community health worker (CHW) in a well-functioning team 
becomes more highly motivated for PHC as a result of the 


Support he/she receives. 


As experience shows it is not easy to create a functioning 
health team, and once formed, a team's existence is constantly 
threatened. The obstacles to the development or maintenance 
of a good health team can originate within the group itself 

Or come from outside. The following is a list of the most 


important obstacles mentioned by the working groups: 


Obstacles within the health team 


- Professional pride of each team member (doctor, nurse, 
sanitarian, etc.), resulting in poor relationships with 


others. 


- Functions of each team member often not clear; lack of 


job descriptions. 


- Lack of training as a team - that is, each member has been 


trained in a separate programme, 
- Inadequate and inappropriate supplies, drugs and equipment. 


- Excessive job turnover among team members (lack of contin- 


uity) due to political changes or other factors. 
Environmental obstacles to teamwork 


-~ Poor acceptance of health teams by the population, due to 
deficiences in content and quality of health care. Patients 


often want to see a physician, not a CHW. 


- Planning is done from higher levels, without participation 


of local PHC personnel. 


- Countries' fundamental lack of suitable personnel for 


creating effective health teams. 
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- Poor supervisory support from higher levels (district or 


province). 


—- Inadequate channels for referral of patients to higher 
levels (health centres and hospitals) or advice dispensed 


from these levels. 


- Opposition of professional associations with personally 


vested interests. 


- Fundamental lack of national political (ideological and fin- 
ancial) support for the entire PHC programme, and lack of 


logistic support. 


The following general recommendations for overcoming the 


obstacles were made: 


Overcoming the obstacles 


- Asa basic prerequisite, gaining of national political sup- 
port for the PHC programme and for provision of services by 
health teams. 


- Education of the community on the benefits of PHC for day- 
to-day medical care, and particularly for preventive ser- 


vices. 


—- Obstacles associated with the community have to do with 
cultural and language barriers. For this there is no sub- 
stitute for going to the people and listening to them, 
discussing matters with them until things are clear on both 


sides. 


- Setting a good example by selecting the few things from 
government policy and plans which are practicable, showing 
that they work. This is a means of drawing people's inter- 


est and enthusiasm. 


- Training of intermediate-level supervisory personnel in 


methods of effective management and leadership. 
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- Development of support from secondary and tertiary levels 
for services to patients referred by PHC team, by seminar/ 
dialogue meetings for "levelling off" understanding and 
Clarifying what different health workers and teams are try- 
ing to accomplish and for defining functions and areas of 


coordination. 


- Establishment of stability and continuity of the team by 
providing good living and working conditions for staff mem- 


bers and their families and adequate pay. 
- Strengthening of good human relations within the group. 


- Demonstration of good teamwork in practice, in order to 
orient and educate people and opinion leaders on the value 
of PHC teams. 


- Planning policies should include both the community-level 
PHC teams and the community itself (“Health planning with 
the people"). 


In the course of the symposium several examples were given of 
how a good team spirit can be achieved and maintained. All 
experience points to the fact that it is important to devote 
not only enough time but also enough money to the process of 
building up a team. The experience gained by Dr. Matamora in 


Mvumi can be quoted here as a good example. 


At the initiation of the Mvumi Hospital Community Health Pro- 
gramme the entire team, which comprised three nurse/midwives, 
a doctor and an agroveterinary extension worker, made several 
visits to other health projects (including some in neighbour-- 
ing Kenya). This gave the members of the group the opportun- 
ity to discuss ather colleagues’ experience with them and 


their own future roles and tasks with each other. 


A series of meetings with the village inhabitants, local, 


district and provincial-level party functionaries, govern- 
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ment officials and church leaders were held for the purpose 
of exchanging information and planning. By this means agree- 
ment on objectives was reached with leading personalities and 
within the team itself. 


With the idea that each member of the health team is not only 
an executive organ but also at the same time plays the role 
of instructor, a training of trainers workshop based on 

Paulo Freire's psycho-social method was held to acquaint the 
group with adult education methods. 


The results of this approach proved to be positive for the 
team in several ways. They led to the definition of jointly 
elaborated and agreed objectives and priorities. The res- 
ponsibilities were clearly divided. It was clear what re- 
sources were available. Agreement on ideas and objectives 
resulted in the development of an atmosphere in which mutual 
support and cooperation were a matter of course,and the 
members of the team had learned to communicate with each other 


with a high degree of frankness, honesty and sensitivity. 
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PART II 
Organisation 


After Alma Ata many countries eagerly set about drafting 
health programmes along the lines of the new concept and 
implementing them, with a view to reaching the peripheries 
and village level. However, even today most of these pro- 
grammes are so-to-speak "tagged on" to the existing health 
systems without seriously taking into account the basic 
principles of PHC and the repercussions they have on the 


health system as a whole. 


Not only does PHC add new categories of health worker 

(VHW, TBA) to the existing health systems and promote active 
community involvement, but it also offers new roles for prac~— 
tically all the health professions. PHC requires both new 
forms of support from the health system and close relations 
to the institutions of secondary and tertiary health care 


and adequate contributions from institutions and management. 


In other words, the decision in favour of PHC necessitates 
a whole series of coordinated changes in the structure and 
organisation of the health sector if the programmes which 


have already been commenced are not to run the risk of failure. 


Korte showed in a diagram a typical example of a PHC pro- 
gramme attached to an existing health system with all its 
various competences. The dependencies of the CHW which be- 
come apparent are more coincidental than inherent to any 
clear concept. This must inevitably cause confusion in all 


concerned. 


Thus the first lesson to be. learned from the experience 
gained to date (Kessler) has been that PHC must operate 
from within the system as a whole, supported by the second- 
ary and tertiary levels of health care and firmly anchored 


in intersectoral cooperation (see Part I) and collaboration 
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with private institutions and traditional healers. 


From this it is evident that knowledge and skills and the 
willingness to serve must be strengthened at all levels of 
the forma] health sector, starting at the central level with 
the standing of the health ministry within the government and 
the importance accorded to PHC by the ministry. Lack of under- 
Standing of the potentials of PHC at this level frequently 
hampers the development of the necessary commitment. How- 
ever, it is necessary that guidelines be elaborated, stand- 
ards fixed and directives formulated for cooperation between 
the institutions of the health ministry and between the 
sectors at this highest level. 


As points of articulation between the formal health system 
and the village level the district (and provincial) levels 
assume a particularly important role. This is where promo- 
tion of the programmes is organised, the detailed planning is 
done, operations are coordinated and training and supervis- 
ional activities are initiated. However, the district health 
institutions are often particularly badly affected by lack 

of staff and bad management and organisation and the level of 


motivation among the personnel is correspondingly low. 


A further problem to which the working groups drew attention 
is that there is a lack of experienced and appropriately 
trained persons with leadership and managament skills to 


assume leading positions in PHC. 


Deficiencies were also seen in the organisation of active 
community participation. This frequently results in a peter- 
ing out of activities following initial success. Many causes 
may be responsible for such failures (see also Part IV, 
Acceptance and Monitoring), however, it usually proves that 
not enough time and resources have been devoted to community 


participation and that the persqnnel have not received ade- 


429 


quate training in community development techniques. 


The lack of coordination between not only the ministries but 
also national non-governmental organisations (NGOs) and bil- 
ateral and multilateral donor agencies not infrequently 
results in duplication and competition. In view of the Lim- 
ited resources in the health sector this is particularly 
regrettable. For this reason and also in order to relieve 
the ministries of the task of receiving the flood of visiting 
delegations from donor agencies it has been suggested that 
coordination bureaus should be set up. The Health Resources 
Utilization Group of WHO, which is active in this field, was 


mentioned in this connection. 


In the course of the discussions several connections with 
topics on the agenda of the previous day (intersectoral and 
multiprofessional cooperation) and that of the following day 
(education and training) emerged. The following is a list of 
the most important of the obstacles to good organisation of 


PHC mentioned and suggestions as to how they can be overcome: 


Obstacles to good organisation of the health system: 


~ Ignorance with regard to the PHC approach itself and the 
consequences of its implementation for the health system 


among health officials at all levels. 
- Weak representation of PHC at decision-making level. 
- Lack of leadership for PHC. 


- Health personnel not trained for roles in PHC (e.g. no or 
unsatisfactory training of health team in community devel- 


opment techniques) 
-~ Poor motivation for PHC activities. 


- No special budget for PHC. 
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Lack of funds, supplies and drugs for PHC. 
Lack of transport, deficient information systems. 
Communities not involved in health activities. 


Lack of coordination among the donor family. 


How to overcome the obstacles 


Organise policy workshops for decision-makers focusing on 
national health needs, PHC strategies and necessary changes 


in health system. 


Create or strengthen PHC directorate in MOH and hold regular 
meetings with HDC and NHDN. 


Organise training for reorientation of health personnel 
towards PHC; revise existing curricula for all types of 


health workers. 


Create incentive and reward systems at all levels of health 
system (e.g. bonus for working in rural areas, review of 


salary structure). 


Organise special courses for health management and leader- 


ship in PHC. 


Reallocate funds; improve logistics for distribution of 
supplies and drugs, decentralise decisions on logistics and 


transport. 


Change intake procedures for schools of health workers, shift 


personnel from centres to districts. 


Organise village health committees (VHC) or village develop- 
ment committees (VDC), health team to participate in village 
meetings; VHC and VDC involved in health planning, monitor- 


ing and evaluation. 
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- MoH to create coordinating body for donors, national NGOs. 


- Donors consult Health Resources Utilization Group at WHO. 
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Financing 


A total of four papers were concerned with the subject of 

the “costs of PHC". Korte presented figures for four GTZ 
projects which revealed that the annual per capita costs for 
the target populations in question were surprisingly low 
(between DM 0.84 and DM 1.27). However, the method employed 
to calculate these costs was criticised. The costs per pat- 
ient contact (DM 0.86 and DM 1.95) were also relatively low. 
The figures for the Sudan were the only clear exception 

(DM 4.03), which was attributed to the high cost of maintain- 


ing an adequate {infrastructure and satisfactory logistics. 


Korte reported that with the exception of the Sudan the con- 

tribution of the donor to the project budget was 20 % or less 
and concluded from this that if the programmes could be made 

even more cost-effective these states would soon be in a 


position to finance them themselves. 


In all cases the costs of the projects were carried jointly 

by the national government and the GTZ, in one case also by 
missions. As a rule the governments are responsible for labour 
costs. Interestingly in Guinea it is the Ministry of Finance 
which pays the wages of the counterparts in the project and 

the costs of continuing training. The Guinean health ministry 
does not have a budget specifically for PHC, although the 
country has an official PHC policy. This gave rise to the 
question as to whether the existence of a separate budget for 
PHC should not be taken as an indicator of the genuineness of 


a government's interest in pursuing the objectives of PHC. 


The question as to whether the VHW should be paid a wage and 

if so, by whom, was discussed at length. Whilst in Guinea no 
salary is provided, the VHWs in Cameroon are paid by the com- 
munity and those in Zimbabwe receive a maintenance grant from 


UNICEF. The most important point in connection with the wage 
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issue is that the VHW should remain as independent as pos- 
sible of influences outside of the community which elected 
him and which monitors his work. The procedure adopted in 
Zimbabwe has led to several cases of headmen of villages, 

seeing a chance to obtain an income, appointing a relation 


of theirs as VHW, who then actually does very little. 


Also with regard to Zimbabwe Segall drew attention to the 

fact that the health budget had remained unequally distrib- 
uted after independence. While the per capita expenditure 

is high for Africa (16 Zimbabwe dollars per year and person), 
300 times as much is spent on health for the most highly priv- 
ileged 3 % of the population as for the poorest 3 $%. 
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PART III 
Education and training 


Health planning, personnel planning, training and continuing 
education are closely connected within the process of health 
manpower development. Training and continuing training of 
staff are among the most important tasks in the health sector 
and as such are more important than in other sectors, since 
not only knowledge and skills but also, and above all, atti- 


tudes must be imparted. 


While the details of the personnel situations of health sect- 
ors vary from country to country, a number of features are 
common to nearly all the developing countries. As a rule 
there are too few health workers in all categories, those 

that there are are ill-prepared for the work they are expected 
to do in terms of training, and in the case of certain tasks, 
not at all, and they are unequally distributed over the 


country. 


In the Fast African countries, for instance, there would still 
not be quite enough health workers if the existing training 
institutions were to double their intake of students. It is 
frequently the case that the curricula employed date back to 
colonial times and do not make allowance for Jocal conditions 
or the PHC concept, even where the latter has been adopted as 
official health policy. There are usually plenty of health 
workers in the urban centres, whereas health institutions in 


the rural areas are chronically understaffed. 


In the curricula of the universities and schools for nurses and 
paramedical staff the accent is on curative medicine, whereas 
PHC places at least equal emphasis on health promotion activ- 
ities and preventive medicine. This means that the curricula 
must also include social, communicational and managerial skills. 
PHC needs health workers who have already gained experience 

of their future field of employment during their training, 


are community-oriented and able to be flexible and creative 
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when faced with new and unaccustomed demands. To achieve 
this their preparation must include the learning of problem- 


solving skills, 


The new curricula also necessitate the introduction of new 
teaching methods. Face-to-face classroom instruction and 
practical training in hospitals no longer suffice. The stu- 
dent must be accustomed to the idea of active learning, along 
the lines of 


what I hear I forget, 

what I see I remember, 

what I do I know, 

what I discover I will apply. 


Practical experience, particularly of community work, should 
be gained in specially established field training areas in 
which the student is confronted with the conditions which 
will also pertain in his future work environment. However, 
there are still far too few of this kind of training institu- 
tion in existence. In addition, individual training should 
be complemented by training within a team in order to give 
the student the opportunity to practise his social and pro- 


fessional roles. 


It is obvious that training of this kind cannot be easily pro- 
vided with the curricula, buildings and teaching staff em- 
ployed in the past. The first point of attack should be the 
trainers, all too few of whom have themselves received ade- 
quate training. According to a study conducted by WHO in 100 
nursing schools all over the world 50 % of the teaching staff 
of these schools know little or nothing about the PHC concept. 
Trainers must therefore be reoriented and provided with 
courses in modern teaching and learning methods, complemented 


by professional up-dating. 


The intake procedures of the training institutions for health 
workers must also be altered, People have a tendency to go 
back to the place where they were born and brought up or 


where their families live to look for work once they have 
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completed their training. However, the intake procedures 
presently in force frequently favour the inhabitants of the 
larger conurbations, which is doubtlessly one of the reasons 


why there is a lack of health personnel in peripheral areas. 


Since training is costly and the health sector is low on 
resources in general the question arises as to which personnel 
cadres should be given priority in the desperately needed ex- 
pansion and reorientation of training. It is well known that 
it is not upon the doctors that the greatest burden of health 
care falls in developing countries but upon the medical assis- 
tants, nurses or nurse/midwives and health assistants or their 
equivalents. They are also the ones who make up the typical 
staff of the district-level health institutions, which, as 
already emerged in Part II, is the most important link in 

the PHC structure. Moreover, the trainino of these kinds of 
health worker is not so involved or costly as that of a doctor 


and they are willing to work in rural areas. 


However, PHC cannot and must not do without doctors. In 
addition to social and economic problems, again it is the 
training with its predominantly hospital-oriented, curative 
emphasis which makes it difficult to integrate the doctors 
in PHC. 


Roemer therefaqre made the case for the creation of more 
schools of public health at which doctors (and also members 
of other professions) must be required to do post-graduate 
studies. Public health institutes provide training in health 
management, health education, statistics, nutrition and other 
fields and thus offer subjects which are desperately needed 
for PHC. 


Roemer also called for the setting up of public health schools 
not affiliated to medical faculties in view of the different 
slant on health (the concern is with populations rather than 


individuals) and the use of different basic sciences, places 
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of learning and professional goals in public health. Public 
health cannot develop within medical faculties since as a 
relatively new science it is on the bottom rung of the aca- 
demic ladder. Moreover, certain of the results of the re- 
search conducted by the public health discipline are not 
exactly flattering to the medical establishment and are even 
regarded as a threat. The effects of this are manifested in 


weak resources, limited curriculum time and low professional 


status. 


According to Roemer's calculations the world needs about 
450 public health schools, while at present only 100 are in 
existence. Very few of these are in the developing countries, 


which need them most. 


The best effect could be achieved, according to Roemer's 
analysis, with a public health school which was a branch 

of the MoH, since this would give the MoH the best chance of 
being able to alter curricula according to its requirements. 
In Roemer's view this must be seriously considered since one 
of the staff problems of health ministries is due to the fact 
that the medical faculties are autonomous and consistently 


turn out a product which does not meet its requirements. 


The training of CHWs places special demands on management 
and on the logistics of the health system, and also on the 
qualifications of the trainers. CHW training generally in- 
volves two groups, the first being that of the trainers and 
the second that of the CHWs, as there is still a widespread 
lack of understanding of the role played by CHWs and little 
experience of training them. Curricula must be adapted to 
local conditions and the training should take place as near 
as possible to the place where the student will be working. 
Optimally it should be conducted 'on site" in the village 
itself. The training of trainers in psycho-social teaching 
methods is indispensible. 
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It was repeatedly stressed in the papers given that the 
training sector might be a field in which the aid agencies 
could do profitable work. They could help by providing short 
courses and educational grants, setting up and supporting 
schools of public health and constructing and equipping field 
training areas. Further areas in which cooperation might be 


possible are given in Matovu's paper. 


Obstacles to relevant education and training 

1 - Manpower planning inadequate, educational planning inappro- 
priate. 

2 - Insufficient supply of trained teachers 

3 - Curricula outdated 

4 - PHC not backed up by research and advisory services 

5 - Tutor orientation lagging behind policies and programmes 


6 - Low standards of knowledge and skills among health workers 


having been in the service for a long time. 


7 ~ Health workers are concentrated in the urban centres while 


the rural health institutions are understaffed. 


8 - Too few poorly staffed and poorly equipped training in- 
stitutions, lack of field training areas. 


How to overcome the obstacles 


1 - Organise regular meetings for manpower planning based on 
on health care policies and linking all sectors concerned 
(MoH, Ministry of Education, demographers, training in- 
stitutions). 
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Train teachers in curriculum planning, modern teaching 


methods and evaluation, include professional updating. 
Redesign curricula using method of participatory evaluation. 


Promote institutions for teaching, research and consultancy 
in public health. Best option: school of public health 


under MOH. 


Organise workshop for reorienting trainers towards PHC 


policies and implementation. 


Organize continuing education by 


Oo supervision 
o short courses or seminars 
o workshops dedicated to participatory 


evaluation (see Part IV) 


Change the intake procedures of those of the schools for 
health workers which usually give preference to town 


dwellers over country dwellers. 


Raise the attractiveness of jobs by means of various 


incentives (see Part II). 


Construct new schools and field training institutions (try 


to mobilize help from donor agencies) 
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PRRT IV 


Acceptance and evaluation 


In his paper Diesfeld stressed the importance of acceptance 
as one of four components (the other three being inter- and 
intrasectoral cooperation, financing and organisation, and 
training) which are essential for effective PHC. To accept 
means to approve something which comes from outside, and gov- 
ernments and peoples have in fact since Alma Ata been appealed 
to, above all by the UN organisations, to adopt the concept 
of PHC. The fact that the PHC approach has not been devel- 
oped in a so-called "bottom-to-top" process by the nations 
themselves but has as a rule been introduced from outside, 
has a number of consequences. The papers and discussions in 
this part of the symposium were concerned with these conse- 


quences and with the measurability of acceptance. 


Diesfeld first discussed the definition of acceptance and 
remarked that the concept has a passive connotation and 

thus in connection with PHC, whose guiding principle is 
active involvement of populations, is liable to misinterpret- 
ation. He therefore suggested that it might be better to 
talk of community involvement or community participation 

when acceptance on the part of the people is meant and of 
"government commitment" when it is a question of the position 
of a government and its departments. He then made a further 
differentiation between "community involvement" (CI), which 
means active intervention in planning, implementation and 
evaluation, whereas "community participation" (CP) implies the 


mobilisation of community resources. 


How well is PHC accepted at the various executive and decision- 


making levels? 
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The village or community 


Experience shows that health work is most successful where 
PHC is part of an integrated development programme. It should 
be realised that health is not at the top of the list of 
priorities of the poor rural or urban populations. Thus 
Separate health programmes meet with less approval. It 
would be inconsistent with one of the basic tenets of devel- 
opment programmes to carry a programme through against a 
community's will. PHC is hampered by the inadequate train- 
ing of health workers, who frequently know very little, if 
anything, about participatory community work and may even 
lack all motivation, and also by the chronic dearth of mat- 
erial and drugs. It is not unusual for communities to have 
had bad experience of government programmes, particularly 
as regards their endurance, and there is a risk that polit- 
icians and health officials will attribute the failure of a 
programme to the passivity of the people. However, the num- 
erous positive examples described at the symposium are clear 
evidence of the fact that there are an increasing number of 
programmes in which the communities are successfully involved. 
In these cases the decisive factors were the integral 
approach, patience (sufficient length of the programme) and 


adequate supplies. 
The formal health system 


Acceptance of PHC within the formal health system also suffers 
from the fact that the substance of the PHC approach is not 
fully understood, the personnel and health institutions are 
poorly prepared and the greater part of the health budget is 
used for curative purposes in the urban centres. PHC has not 
even gained full entry to the training institutions of the 
health ministries (see Part III). Health planning is still 
too strongly geared to the classical medical approach of 


traditional epidemiology. Modern health planning, however, 


443 


cannot afford to disregard the findings of social epidemi- 
ology. 


The medical profession 


While in many developing countries the health authorities and 
related institutions are not fully aware of the existence of 
PHC, which results in a kind of passive resistance, there are 
other countries in which medical faculties and professional 
organisations (particularly those for doctors ) either openly 
or covertly decry PHC. Vested interests are often the reason 
for this, but it is just as often the result of professional 
arrogance and ignorance regarding the PHC approach, which is 


dismissed as an unacceptable, second-rate solution. 


To overcome this, populations must be informed about the true 
causes of ill-health via the mass media, to prepare the ground 
for better comprehension of PHC. Such a measure can be sup- 
ported by a declaration of political will on the part of gov- 
ernments, accompanied by legislation promoting PHC. However, 
it should not be overlooked that members of medical faculties 
and professional organisations are frequently to be found 
among the official and unofficial advisors of parties and 


governments and will not hesitate to exert their influence. 


Governments 


In his paper Segall elaborated upon the subject of “government 
commitment" and demonstrated that health for all is dependent 
upon a policy of social and economic equity. He discussed 
the improvement of socio-economic conditions, community in- 
volvement/participation and restructuration of the health 
care sector, three basic principles integral to the PHC 
approach, showing how these three factors have an eminently 


political character. They constitute nothing less than the 
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declaration of the will to engage in the struggle against 
poverty, the creation of a genuine democratic culture and 
to fight for equitable distribution of all health resources, 


including private resources. 


Segall named six lines of political action to be adopted in 
the battle for "Health for all by the year 2000": 


1. Develop the science and practice of social epidemiology. 


2. Popularise social epidemiological findings and the PHC 


approach. 


3. Feed PHC policy into the organisations of the common 


people. 
4. Legislate wherever possible. 


5. Establish health planning means to serve distributional 


ends. 


6. Press for international economic action. 


Such fundamental measures as reallocation of funds, restruct- 
uration of the health system and quantitative and qualitative 
alterations in health manpower development can only be accomp- 
lished if they are supported by a strong political will and 
clear rules, if possible anchored in legislation. This is also the 
only way that intersectoral cooperation can ever become any- 


thing more than a sporadically employed instrument. 


Evaluation and monitoring 


Monitoring is understood as the continuous recording of 
certain health indicators which provide information on the 
functioning of health programmes. As a rule the records are 


kept by the programme staff. Evaluation, on the other hand, 
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is carried out periodically and is the assessment of the 
progress made by a programme in the long term. The aid of 
specialists is frequently required. The results of evalu- 
ations are considered in relation to the objectives deter- 
mined at the start of the project in order to obtain inform- 
ation on the effectiveness and, where appropriate, effic- 


fency. 


The results of monitoring and evaluation are used as a basis 
for drawing conclusions with regard to short- and long-term 

adaptation of programmes. Depending on the type and scale 

of the studies the findings may influence research and also 

health policy. 


Diesfeld gave a brief description of methods and experience 
gained in different countries, drawing particular attention 
to the method of participatory evaluation. This involves the 
active participation of the target group itself in the eval- 
uation of a programme. This method has the advantage of be- 
coming a learning process for all parties as a result of the 
direct feedback. 


The question as to whether it is more important to collect 
quantitative or gualitative data was discussed at length. 

From a sociological point of view no method of data analysis 
is merely quantitative, since even the recording of figures 
alone is done on the basis of qualitative considerations. 
There was an overall tendency to favour qualitative evalu- 
ation. One working group produced a table showing "Indicators 
of Acceptance and Community Participation" (see next page) as 
an example of qualitative evaluation. A strong appeal was 
made for data collection to be kept to a minimum, which of 
course would also have the effect of avoiding overburdening 
workers in outlying areas. Only such data should be collected 


as are likely to be used for further planning. 


446 


Indicators for Acceptance and Community Participation 


Eight Elements of PHC 


Evaluation matrix 


for acceptance of ten 2721 Bo44 5 | 6 7 {| 8 

the eight elements 

of PHC al 

Ss = subjective Fi ies, i f 
(passive acceptance) g g i: fa 5 9 f 6 

O = objective q gic 2 a if 
(active engagement) G 1 ad a palo b 

@ = no acceptance FE 4 i ei 4 is 5 a9 

n.p. = not planned 2 oy 8 A |i ala 


Health policy measures 
planned 


Health policy measures 
realised 


In the training programme 
for physicians 


Paramedics 
for administration 


Acceptance 
at provincial level 


District level 
(pol., adm. ) 


Rural hospital 
Health centre 


Dispensary 


Village community level 
Intersectoral acceptance 


Agricultural sector 


epee ree | os ee eee 


Educational sector 


Social sector 


Others 
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The suggestion that modern computers should be employed as 
widely as possible for data-processing sparked off a heated 
discussion. On the one hand it was argued that drawing up 
computer programmes would provide an ideal opportunity to 
thoroughly reconsider the whole problem of data collection 
and analysis. Others expressed the reservation that complex, 
ready-made computer programmes could have the effect that 

the users would stop thinking for themselves. Therefore the 
use of computers should be restricted to those who are also 
capable of writing programmes themselves. Total dependency 


on software from other sources must be avoided. 


Although it was not on the agenda of this symposium the sub- 
ject of "traditional healers" came up repeatedly under var- 
ious subtopics but was only touched upon in a disjointed 
fashion. Therefore in conclusion I shall refer the reader 

to the minutes of one of the working groups which reflect the 


views expressed by the majority of those at the symposium. 


In accordance with a WHO/AFRO-Region definition of "tradi- 
tional healer" we agreed that it is the community who has to 
define who is to be regarded as being a traditional practi- 
tioner. As there exist multiple kinds of healers - phyto- 
therapists, bone setters, faith healers, feticheurs, etc. - 
who fulfill different roles in caring and curing, it would 
be detrimental to regard (as it is often done) only the 
herbalists, though their practise seems to be in accordance 
with the paradigm of biomedical science. The differentiation 
between witchraft and traditional medicine was regarded as 

a problem that cannot be solved from the outside, but only 
by the community itself, as it is related to the people's 


cosmology and world view. 
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The psychological competence of traditional practitioners is 
closely*related to their knowledge of culturally defined 
values, belief systems and the patients' perception of illness. 
However, we should not reduce the competence of traditional 


practitioners merely to psychosomatic illness. 


It was seen necessary to promulgate traditional knowledge on 
herbal remedies, which is in some regions still present within 
families - the lay system -, and which is already disappearing 
in other areas. The resistance of traditional practitioners to 
share their knowledge with other community members was under- 


stood as their well-founded fear of being exploited. 


This led us directly to reject planning approaches which divert 
cooperation with traditional medicine to an intended incorpora- 
tion, that simply cannot work. It was stressed that cooperation 
on community level has to be favoured. Better communication 
between health personnel and traditional practitioners can lead 
to a better understanding of the competences of each side and 
ultimately result in a mutual referral process, as it has been 
witnessed in many local experiences. This concerns especially 
PHC-workers on village level. As an example of cooperation, 

the integration of a representative of the traditional practi- 


tioners in the village health committees was mentioned. 


On a national level the promulgation of traditional knowledge 
was seen to be possible by publishing manuals of locally used 
herbal remedies as it just happened in Kenya. This kind of re- 
search should be intensified also with regard to reach stan- 
dardization of herbal treatments. The problem of incompetent 
drug sellers of herbal and modern medicines was mentioned with- 


out being discussed in detail. 
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It was emphasized that cooperation with traditional medicine 
is a slowly developing process depending extremely on health 
personnel attitudes vis-a-vis healers. Whereas cooperation 
with TBAs normally seems to be much easier and often directly 
meets community-felt needs, the cooperation with traditional 
practitioners can develop only after a basis of mutual confi- 
dence has been developed. Modern health personne] and VHWs can 
learn a lot from traditional practitioners with regard to 


their style of communication with and caring for sick people. 


Governments and external donor agencies can support these ac- 
tivities especially in financing seminars on traditional 
medicine which focus the exchange of traditional practitioners' 


experiences. 


In conclusion we agreed that at the present stage one cannot 
treat the theme in terms of education of traditional practi- 
tioners, but only in underlining the necessity of better mu- 


tual communication. 


A summary of obstacles and ways of overcoming them is super flu- 
ous here, since it would only include the same analyses and 


suggestions as given in Parts I, If and III. 


“= eee. 
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ANNE X 
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PRIMARY HEALTH CARE AND THE PRIMARY HEALTH CARE APPROACH 


PRIMARY HEALTH CARE is not a new concept. Confusion exists, 
however, because it has different meanings in different 
contexts, and these have changed over time. In its original 
and narrowest sense, primary health care means front-line 

or first-contact care, where people (usually patients) meet 
health workers. It is the level at which common complaints are 
treated and preventive measures such as immunizations are 
carried out. General practitioners provide primary health care 
in the British National Health Service, village health workers 


provide it in many developing countries. 


However, although primary health care is still used in this 
sense, in the 1970s the concept was broadened to encompass 

a philosophy that went much further than simple provision of 
first-contact services. For example, it was argued that, among 
other things, community involvement in health was necessary if 
primary health care was to make a significant impact on health 
status. Thus the international WHO-UNICEF meeting on Primary 
Health Care in Alma Ata in 1978 declared that 


"Primary health care is essential health care based on practical, 
scientifically sound and socially acceptable methods and technology, 
made universally accessible to individuals and families in the 
community throug their full participation and at a cost that the 
community and country can afford to maintain at every stage of 
their development in the spirit of self-reliance and self-detemnination." 
(WHO-UNICEF, 1978) 


This definition was deliberately broader than previous descriptions 
of primary health care, and was underlined by five principles 

that distinguished it from earlier narrower perceptions of primary 
health care. These were: equitable distribution, community 
involvement, focus On prevention, appropriate technology and a 


multi-sectoral approach. Put simply, these imply: 


(a) health services must be more equally accessible, not 
neglecting rural and isolated populations or peri-urban 
dwellers. 

(b) active participation by the community in their own health 
decisions is essential. 

(c) preventive and promotive services rather than curative 
services should be the focus of health care. 

(d) the methods and materials used in the health system should 
be acceptable and relevant, appropriate technology not 
being synonimous with primitive or poor technology. 

(e) health must be seen as only part of total care - nutrition, 
education, water supplies and shelter are also all essential 


minimum requirements to wellbeing. 


It is this larger view, this political philosophy that has 


dominated discussion about primary health care since the 1970s 


and it is distinguished from the narrower definition by referring 


to it as the PRIMARY HEALTH CARE APPROACH. In other words, the 
primary health care approach advocates the provision of front- 
line, first-contact services within the framework of the five 
principles mentioned above. Thus it is that the primary health 
care approach is being promoted internationally as the best way 
to improve health in developing countries. Although it is meant 
to cover marginal groups in developed countries too, almost all 
the focus has been on the developing world, with a strong bias 
towards rural populations. It is seen as the strategy most 
likely to attain the WHO's goal of Health For All By The Year 
2000 (WHO,1979). 


Source: 


Gill Walt and Patrick Vaughan, An Introduction to the Primary 
Health Care Approach in Developing Countries 
Ross Institute Publication No. 13, London 1981:1 
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Index of Abbreviations 


ANC Ante Natal Clinic 

BMZ Bundesministerium fiir wirtschaftliche Zusammenarbeit 
(Federal Ministry for Economic Cooperation) 

CHW Community Health Worker 

CP Community Participation 

DED Deutscher Entwicklungsdienst 
(German Development Service) 

DMS Director of Medical Services 

EPI Expanded Programme of Immunization 

GTZ Gesellschaft fiir Technische Zusammenarbeit 
(German Agency for Technical Cooperation) 

GVT Government 

Isc Intersectoral Cooperation 


LLDC Least Developed Country 


MCH Mother and Child Health 

MOH Ministry of Health 

NGO Nongovernmental Organization 
NHC National Health Council 


NHDN National Health Development Network 


PHC Primary Health Care 

RHT Regional Health Team 

RMO Regional Medical Officer 

TBA Traditional Birth Attendant 
UFC Under Five's Clinic 

VDC Village Development Committee 
VHC Village Health Committee 

VHW Village Health Worker 

VIP Ventilated Improved Pitlatrine 


WFPHA World Federation of Public Health Associations 
WHO World Health Organization 
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